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ABSTRACT 

Presented are the findings of a study conducted to 
evaluate tvo community protective service systems in terms of the 
mechanisms for identifying and handling child abuse and neglect cases 
and the effectiveness of intervention. It is noted that data was 
collected in two sites: site I (Nashville, Tennessee) , which has an 
emergency reporting system and a 24-hoar protective service program; 
and Site II (Savannah, Georgia), which has a more traditional 
protective service system with no internal provision for 24-hour 
intake within the public welfare system. The first three chapters 
cover an introduction to protective services, the definition and 
major elements of service systems, and methodology of the study 
(including background of the research project, general objectives, 
research design, evaluation criteria, and limitations). Two chapters 
report on the findings regarding each site in terms of its 
relationship to collateral systems, systems operations, and observed 
problems. Provided in a final chapter are a discussion of the 
similarities and differences between the two systems in terms of 
system structure, a comparative evaluation of the systems* functions, 
a summary of major insights, and a presentation of recommendations 
(such as that intake into the mandated protective service system be 
provided on a 24-hcur basis) . (SB) 
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PREFACE 



The general purpose of this study was to evaluate 
two community protective service systems in terms of 
the mechanisms for the identification and the handling 
of child abuse and neglect cases and the effectiveness of 
intervention. 

Data were collected in two sites. Site I, which has an 
emergency reporting system and a comprehensive 24- 
hour protective service program, is Nashville, Davidson 



County, Tennessee. In Site II, Savannah, Chatham 
County, Georgia, the protective service system is a more 
traditional one with no internal provision for 24-hour in- 
take within the public welfare system. 

This monograph reports the findings relevant to the 
systems* structure and case handling processes. A subse- 
quent report will focus on the nature and effectiveness 
of intervention. 
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Chapter I 
INTRODUCTION 



Background Statement 

Historically, children have been subordinate beings 
in most known societies with parents or other caretakers 
virtually possessing the absolute power of life and death 
over tiieni. And all too often, throughout time, the exer- 
cise of adult powers over children has resulted in ex- 
treme maltreatment of chMren and even death. ^ in 
America up until 1874, few, if any, laws or societal 
mechanisms existed which were designed to regulate care 
and protection of children. 

In fact, societies for the prevention of cruelty to an- 
imals - 1822 in England and 1866 in America - were or- 
ga/iized before tliose for the protection of cliildren. The 
first action taken in Uie interest of child protection was 
initiated through the New York Society for the Preven- 
tion of Cruelty to Animals. The impetus for the action 
was the discovery, by a church worker, of a child who 
was being extremely maltreated by her step-mother and 
father. The church worker, finding deaf ears from legal 
and authoritative sources to her pleas for help for the 
child, approached the S.P.C.A. with her concerns. The 
actions of the society rcsuhed in the removal of the 
child and jail tenns for her parents. Subsequent to the 
"Mary Ellen" case the New York State Legislature, in re- 
sponse to public opinions, passed laws protecting chil- 
dren's rights and auth. -nzed the creation of societies for 
the prevention of cruelty to children. In 1875, the first 
such organization anywhere, the New York Society for 
the Prevention of Cruelty to Children, was formed.' 

Concern for children gained impetus as similar orga- 
nizations in other communities followed (he creation of 
tlie New York S.P.C.C. Additionai support for the cause 
of children subsequently followed througli the federal 
government. Child welfare programs were tiie earliest so« 
ciaj welfare servio- pjograms provided by the federal 
gcvernnient. But even with the advefit of private agen- 



'f or an hiMuri..:-! ji.count of inaltrc;itJnL-nt to chiMrcn sc-c 
Lloyd Dc M.'iuyj, -Our l or-ibojrs Mad-j Giildiu.-od a Nii^htmarc," 
Psychoio;iy njihv (A;)nl. 1975> pp. 85-88. Mjry Van Stolk, The 
Odlterfd Child in Canada rrt>ronfo: VftOelbnd and Stcunrt 
Lu\„ 1972), ChaptLT i6. 

^Sce i:innia O. Ljudborji. b'nto tiu- Lca<t oj The^e (Nl-/: 



cies and the eventual creation of the Cliildren's Bureau 
in 1912, the "collective'' conscience of the American so- 
ciety was not actively raised to the level of concerted on- 
going intervention on behalf of children's welfare. Only 
within recent years has society defined child abuse and 
neglect as a social problem. 

It was in the early 1960's that the public was shock- 
ed by publicized accounts of physical abuse to children. 
In response to the social situation, the Children's Bu- 
reau in 1963 pubUshed Tfie Abused Child - Principles 
and Suggested Language for Legislation on Reporting of 
the Physically Abused Qiild as a basis on which states 
could model tlieir reporting laws. 

By 1967 ail of the states had passed child abuse leg- 
islation. Many states have since amended their laws and 
others have repealed them. While states vary with respect 
to die inclusion and prescriptions of elements in their 
statutes, most states place the responsibiHty for case 
handling in the department of public welfare.^ 

How well the intended goals of the laws can be ef- 
fectuated depends, in part, on the nature and extent of 
lie problem and the system's mechanisms designed to 
ucal with the problem. Wliat are protective services? 
What are the mandates guiding the delivery of protective 
services? How well does delivery of services approximate 
the mandates? These issues will be addressed briefly in 
the following section. 

The Nature of Protective Services 

Protective service programs are designed to protect 
children who are at risk of or are actually the victims of 
physical abuse, neglect, sexual molestation, and other 
forms of maltreatment. The extent to which children 
are abused and neglected is not known; for despite the 
existence of reporting statutes, many cases are simply 
not reported even by mandated reporters. Yet, recent 
years have witnessed a phenomenal increase in reported 
cases of :ibuse and neglect. Approximately 9,000 cases 
of physical abuse were reported in 1967. Present annual 



V^-^T a coin parison of states' le);islation sec Vincent De 
f-rancis. Child Abuse lcf(isij{ion In the I970's (Denver, Colora- 
do: 'Th^i American flumane Association, Children's Division, 
I97()^ 
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estimates range from lows of 25,000 to 500,000 to a 
high of between 2.5 and 4 million.'* Low estimates gen- 
erally represent physical abuse only. Estimates of neglect 
are usually 3 to 4 times higher than those for physical 
abuse, and sexual incidence is estimated to be approxi- 
mately twice as high. 

Whatever the actual incidence may be, if cases are 
not reported, the system for protection and care will 
probably not be brought to bear. Reporting sets in mo- 
tion the slates' machiiiery for protecting children and 
helping their families. Child protective services differ 
from tife usual social services rendered in the following 
ways: 

1. Child protective services are involuntary; they 
are initialed by public welfare agencies ratlier 
than ensuing from a relationship initiated by 
the client. The initial intervention in many 
communities is und^rrtaken by law enforce- 
ment agencies. 

2. Protective service agencies carry the right to 
usc' authority. Social agencies may invoke the 
powers of the court for the child's protectjon. 

3. Protective service agencies carry a higher de- 
gree of responsibility than do voluntary ser- 
vice agencies. In rendering protective services 
the agency is, in effect, carrying out its obliga- 
tion to the community in guarajiteeing the 
rights of children. 

As guidance for the delivery of protective services, 
the Children's Bureau proposed tiiat a state or local wel- 
fare agency be required to: 



See the following sources for estimates by type of abuse. 
Saad Z. Nagi» '*Child Abuse and Neglect Programs: A National 
Overview," Children Today (May-June, 1975) pp. 13-17. 
Stephan J. Cohen and Alan Sussman^ "The Incidence of Child , 
Abuse in the United St:jtcs." Child Welfare Extended Issue Voi. 
UV. No. 6. (June. V^'^S) pp. 432-442. RicwJ J. Light, 
"Abused and Neglected Children in America: A Study of Alter- 
natives." /A;/'^J/•^y Educationai Review, Vol. 43» Wo. 4 < Novem- 
ber. 1973) pp. 55'5-598. Vincent Dc Francis, "Protecting the 
Abused Child - A Coordinated Approach," .4 National Sympo- 
sium on Child Abuse (Denver, Colorado: The American Humane 
Association. Children's Division. 1972) p. 8. 



Investigate complaints of neglect, abuse, or abandon- 
ment of children and youth by parents... .or persons 
serving in loco parentis; and jn the basis of the find- 
ings of such investigation, offer social services to 
such parents... .or persons serving in loco parentis in 
relation to the problem, or bring the situation to the 
attention of law enforcement agency, an appropriate 
court, or another community agency.^ 

The intent of the above mandate has been included 
in the **ChiId Abuse Prevention and Treatment Act": 

•....(P] rovide that upon receipt of a report of known 
or suspected instances of child abuse or neglect an 
investigation sliould be initiated promptly to sub- 
stantiate the accuracy of the report and, upon a 
finding of abuie or neglect, immediate steps shall be 
taken to protect the health and welfare of the 
abused or neglected child, as well as that of any 
other child under the same care who may be in dan- 
ger of abuse or neglect.* 

The proposed regulations for the Act suggest multi- 
disciplined/multi-service resourced channels to deal with 
the problems of child abuse and neglect '\...in order to 
protect the ciiild and help strengthen the family, help 
the parents in tlteir child rearing responsibilities, and if 
necessary, remove the child from a dangerous situa- 
tion.""' 

The above passages indicate that a prompt investiga- 
tion of the complaint is the initial requirement in the se- 
quence of protective services. This need is especially cru- 
cial since one of the apparent criteria for a determina- 
tion of the existence of abuse is that of visible effects. 



5 ^ 

U.S. Department of Heahh, Education, and Welfare, Wel- 
fare Administration^ Children's Bureau: Proposals for Drafting 
Principles and Suggested Language for Legislation on Public 
Child Welfare and Youth Services, 1957 (Multilithed). 

^Public Law 93-247, 93rd Congress, 5.1191 (January 31. 
1974). 

^Department of Health, Education^ and Welfare, Office of 
Child Development. Proposed Rules for the Child Abuse Preven- 
tion and Treatment Program, Federal Register, Vol. 39, No. 168 
(August 28. 1974), section 1 340.3-3(3)(ii). 
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Far too often, however, the time which elapses be- 
tween time of incident, time of report, and time of offi- 
cial investigation is sufficiently long enough to allow the 
visible qualities of physical abuse and some neglectful 
conditions to dis • ipear.^ 

Beyond the matter of time and observable injuries 
and/or neglectful conditions is tiie question of the inves- 
tigation itself. VVhat criteria should be used to determine 
whether or not abuse has been perpetrated or neglect ex- 
ists? Should the focus of the investigation be on the 
child's condition? On parents, especially mother's psy- 
chological state? Parents* interactional patterns? Socio- 
economic factors and immediate family circumstances? 
All of the above and/or some combination of the above 
in conjunction with other factors? We cannot atte:>t to 
.the commonality of the practice nationwide, but we 
found that investigators of reported child abuse cases in 
Region IV did not use any form of objective guide; the 
focus depended on the invesiieulors* personal orienta- 
tion. Objective guides would appear to be a vital, though 
neglected, aspect of the total investigative process in 
handling child abuse and neglect cases. ^ For, indeed, it 
seems logical to assume that the decisions on the appro- 
priateness of services to the child and its family should 
rest on an adequate assessment of the total situation. 
Services offered should reflect an unde • ;tanding of exist- 
ing family problems and living conditions, the recog- 
nized precipitating factors(s), as well as the nature and 
extent of the abuse or neglect. 

Protective service units have a wide range of protec- 
tive services, as well as court ordered protective supervi- 
sion, from which to draw in working with abused chil- 
dren and their families. In the main, two basic groups of 
services are normally available; (1) services to children 
requiring placement outside tlie home, and (2) services 



It was revealed in a Regional StuiJy of Child Abuse thdt, 
in the cases lor ^'hlch time between tlie reported incident and 
official assistance was known, in 39.6'.c of sueh cases at li-^ast 
three days lapsed. Johnscn, O'lilci Ahuse in tha Southeast: Afial- 
ysis of 1172 Casc^. Research Monograph. RegionaJ Institute of 
Social Welfare Ke.Seareh. University of Georgia. 1974, p. 153, 

"^Bell and M)yniec present a sujiyested guide for the identi- 
fication of duid abuse and nc^leet. .See, Cynthia HeU and Wjil:'ce 
J. MI:- nice, "f'reparinj: for u Neglect Proe^-'jdin>:: A (iuide for 
the V'cial ^orka." Public WclfarciViW. 1974), pp. 26-37. 



to children in their own home. What appears to be lack- 
ing, however, are criteria for making judgments concern- 
ing the appropriateness of given services and at what 
point.* ^ Another service delivery problem involves deci- 
sions pivoted around referrals. \V7ien should referrals be 
made and to what community resources? 

The confusion in the offering of services was noted 
by Terr and Watson. They studied 10 battered children 
and their families who received an assortment of medi- 
cal, legal, and social work handling over a period of two 
years. They found that as a result of confusion, delays, 
poorly coordinated efforts, and failures by agencies and 
individuals to assume responsibility for appropriate ac- 
tion, serious emotional stresses were produced in the 
cliildren who were already traumatized youngsters.^ ^ 

A pilot study undertaken at a Los Angeles Chil- 
dren's Hospital showed that traditional approaches to 
child protective services have been a failure to both chil- 
dren and tlieir parents. It was found tliat four out of 
every five children were placed in foster homes and re- 
mained for long periods of time. It war felt that the fos- 
ter home system affected children negatively and insuf- 
ficient efforts were made to change parents during ihe 
children's placement,* ^ 

Indeed, there are many problems involved in the de- 
liveiy of social services in general and protective services 
in particular, e.specially in relation to legal issues, deci- 
sions on treatment modalities, and modes of interven- 
tion on behalf of children, e.g., placement. While the de- 



* Robert M. Muiford, *The Role and Function of Protec- 
Uve Services/' A National Symposium on Child Abuse (Denver, 
C«>lorado: The .\inoricar\ Humane Association, Children's Uivi- 
sior, 1972). pp. 42-^9. 

^'j.enore C. Terr an/J Andrew S. Watson, *Thc Battered 
C!hild Rehabiiiidicd: 10 Cases of Medieal-Legal Confusion." 
American Journal of Psychiatry, Vol. 124, No. JO (1968), 
pp. 1432-1439. 

' *The Hospital has been funded to conduct a 4 and Vi year 
study to demonstrate the ineffec*iveness of present protective 
service system, ijieludin^ court intervention, and to propose al- 
ternative approaches. ^'California Child Abuse Study Indicates 
Insufllcieni l^ffort tcj Change tlie Parents," A'cw York Times 
(January 3. 1974). 
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livery of services cannot be problem free» tiie criticisms 
concerning quality and effectiveness of services continue 
to mount. 

Charges Against Social Service Delivery 

Criticisms of the ineffectiveness of social work in 
general and social programs in particular have placed 
public welfare services and programs on the firing line 
from many fronts, ^^^le social work as a profession and 
public welfare piograms have a young histcry in Ameri- 
ca, social work act;vities are expected and have been pre- 
sented by service providers as "all things to all men." In- 
deed, social work has set for itself a most difficult task, 
that of rendering services designed to infiuence the social 
functioning of !nan and thus bring about change. In this 
major task, cntics warn that positive effects have been 
negligible; the public dollar could be better spent. 

It appears that present welfare programs and the de- 
livery of services under the programs are being attacked 
by virtually everyone. Recipients of public welfare ser- 
vices, themselves, are a major critical force which is in- 
creasingly evident in the growth and activities of welfare 
rights groups. Tax payers are appalled at the federal, 
state, and local monies which they feel are being poured 
into activities and programs having little or no impact on 
the conditions of the people they are designed to help. 
And professionals working in and around welfare pro- 
grams at the levels of direct service, policy making, and 
research are themselves becoming critical of some pro- 
grams and their management. 

One may be most aware of criticisms against f;ocial 
welfare programs when one recalls the operc^tions and 
outcomes of programs initiated under the Economic Op- 
portunity Act which is identified with Americans com- 
mitment to its poor. Tlie legislation was heralded as a 
"total war on poverty" witii the dual aini of eliminating 
poverty and restructuring society by giving the poor a 
chance to participate in the designing and administering 
of antipoverty programs. 

While more people p-ceived mot»j services than ever 
before, the reality of the v.aiicr is that neither goal was 
realized. Beyond such ch.j-^.c)> ^s; iock of funds, top 
heavy administration, :jr.d fa.ilufc to plan effectively, a 
significant :harge against the programs was the lack of 
coordination and unclear roles between governmental 



levels.^ ^ 

Realizing the complexity of a service delivery sys- 
tem, Rosenberg and Brody suggest that coordination and 
integration are necessary to bring programs "....into a 
manageable and coherent social service system that is re- 
sponsive to cor.^umer needs."*'* 

There are many negative consequences of fragment- 
ed scrvf.ces to the consumers and to the agencies and/or 
other components responsible for service delivery.*^ It 
cannot be overemphasized, tliat if the recipients of a sys- 
tem's services are not receiving services appropriate to 
their needs, then the system fails in its avowed mission. 
Beyond this failure caused, in part, oy fragmented ser- 
vices, agencies, for tlie same reason, fail themselves. Un- 
coordinated or fragmented systems do not readily lend 
themselves to documentation of services rendered and 
die impact of those services. On thase two conditions 
rests an agency's basis for seeking additional needed 
funds. 

Indeed, accountability and evaluation are increasing- 
ly current pressing concerns. The tone of these concerns 
in relation to children was noted in a speech by Senator 
Mondale in which he made the following observations: 

During Senate hearings and investigations on large- 
scale social problems of hunger, education, health, 
poverty, and migratory labor, several points have be- 
come dear. First, ns difficult as ti:C5« problems arc 
for all of the people they affect, they almost always 
hit children the hardest. ...A seconc, almost equally 
disturbing realization is that while wc have made 
significant new inv^jstments in education, health 
care, and nutrition programs for poor children, our 



Sar A. Levitan, 7V/c Great Society's Poor Law: A New 
Approach to Poverty (lialtimore: The Jolm Mopkms Press, 
1969). 

Mnrvm Rosenberg and Ralph Brody, Systems Serving 
People: A Breakthrough in Scnice Delivery (Cleveland, Ohio: 
Case Western Reserve University. School of Applied Social 
Sciences, 1974), p. 1. 

' ^ For a discussion of consequences of fragmented services, 
see Marvin Rosenberg and Ralph Brody, pp. .-3. 
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ability to evaluate thcni has often been disappoint- 
ing. Our studies have tended to concentrate on the 
"cold" lacts of input variables, like amoimts of mon- 
ey spent oi5 schools or numbers of ch'id care slots a- 
vailablc, and too often have been unable to measure 
the "hot" facts or output variables like hov, or to 
what degroe, or with what performance children are 
actually benefiting from programs designed to help 
them. We are making progress, but we still do not 
know enough about how federal and state programs 
for the disadvantaged are assisting children to be 
healthier and better motivated, or to learn to read, 
spcll» and do basic math.'^ 

An empirical study whirh serves as an indictment 
against the delivery of srcial services by public welfare 
agencies. Social Services: Do They Help Welfare Recipi- 
ents Achieve Self Support or Reduced Dependency?, by 
the General Accounting Office, addressed the following 
questions: 

1. Do developmental social services iiicrease the 
likelihood that recipients will become self-sup- 
porting and leave the rolls? 

2. Do developmental social services reduce de- 
pendency by increasing the amount of earned 
income while on assistance? 

3. Do agencies have the capacity to direct ser- 
vices to families most likely to reduce depen- 



"A Statement by Senator Walter F. UonddX^;' Harvard 
Education Review, Vol. 43, No. 4 (November^ 1973) p. ^83. 



dency or leave the rolls? 

The researchers found no evidence of service im- 
pact. i.e., services were viewed as unproductive. One ma- 
jor suggestion of the study was that improvements in 
management of services are not only essential, but possi- 
ble.^ ^ 

While the study's methodology, conclusions, and 
recommendations have been criticized, there is little 
doubt that the findings will influence Congress and the 
future of welfare programs.* ® 

If public social service systems can be criticized for 
ineffective delivery of services, there can be little doubt 
that the systems designed for the protection of children 
(primarily involuntary in nature and ladened with ambig- 
uous legal implications for children, their parents, and 
agencies) will eventually receive their share of criticism. 
It would appear that one means of anticipating frontal 
attacks would be to evaluate where communities are 
with respect to the problem, mechanisms for handling 
the problem, and an evaluation of the effectiveness with 
which problems are dealt. 



U.S.. Compf roller General, Social Services: Do They 
Help Welfare Recipients Achieve Self-Support or Reduced De* 
pendency? (Washington, D.C.: General Accounting Office, 
June 27» 1973). 

1 6 

For a critical analysis of the research, see Michael Wise- 
man and Gerald Silverman, "Evaluating Social Services: Did 
tlie General Accounting Office Help?'*, Social Service Review, 
Vol. 49, No. 3 (September, 1975) pp. 315-326. 
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Chapter 2 



CONCEPTUAL FRAMEWORK 



Considering the various facets of child abuse and 
neglect and the various agencies which may become in- 
volved from the point of detection through the resolu- 
tion of the problem, a knowledge of a community's 
mechanisms for handling such cases from a system's per- 
spective appears to be essential. More specifically, the 
nature and extent of cases identified and reported and 
by what agencies, the available resources which can be 
brought to bear, the status and knowledge of intra and 
interagency coordina^on and cooperation, the existence 
and nature of problems encountered by each oi the 
agencies because of the ways other agencies handle abuse 
and neglect cases, and the nature and outcome of ser- 
vices rendered, all constitute important indicators of a 
system's performance. 

The use of the systems model is an appropriate 
framework for examining a community's approach to 
the delivery of protective services. Wliile there are varied 
usages of the "system" concept, e.g., computer system, 
telephone system, social system, etc., tlie terms "systems 
concept" and "systems approach" are ways of viewing 
any organization of physical or human components. As 
such, the systems model can be viewed as an analytical 
tool for investigating the functioning of interrelated 
parts which are crucial to the phenomenon being stu- 
died. 

Systems analysis aims at discovering how a total sys- 
tem functions by virtue of the interdependence of its 
parts. It provides a direction for viewing phenomena; as 
such, it can provide a schema for bringing order out of 
chaos and specifying previously unidentified relation- 
ships. Moreover, it suggests ways of making new observa- 
tions over a wide range of phenomena in order to extend 
tlie understanding of basic underlying principles. 

Defijfiition and Nanue of Systems 

A system is composed of a seiies cf interrelated 
parts whose activities are coordinated according to a set 
of predefined rules and procedures. At the same time, an 
identified system includes subsystems and is part of a 
suprasystem. Any analysis inust, therefore, both define 
the particular system under study, and recognize thnt 



the system is simply a part of a whole complex of sub- 
systems, systems, and suprasystems. 

Considering this aspect of systems, it isn't always an 
easy task to dearly delineate the parameters for study, 
i.e., system's boundaries. Matthews indicates that: 

The systems view can be expanded to the examina- 
tion of any operation to include all other operations 
which influence the behavior of the operation under 
study. As all operations have some impact on other 
operations, which have impact on other operations, 
and so cn, this view couid cause the examination of 
any operation to include the entire universe. Obvi- 
ously this is impractical. From a practical point of 
view, what the system concept does imply is consid- 
eration of the organization in as broad a context as 
possible. The optimization of an individual operation 
or department will not necessarily optimize the total 
organization. There are, however, points where the 
potential impact of the interaction will diminish be- 
low the threshold values of the impact of additional 
investigation. These tiadeoff considerations will de- 
fine practical boundaries for the system. When these 
system boundaries have been established, the system 
concept requires that the chain effects of the rela- 
tionships within these boundaries be considered.^ 

We can view the system, then, in a dynamic sense as 
a network of channels within specified or predetermined 
boundaries through which products, services, resources, 
and information flow within the system and between the 
system and its environment. 

Tlie system concept involves both an internal and 
external environment. Tlie interaction of the systems 
components control and alter the internal environment. 
The external environment, which is not a part of and is, 
therefore, beyond the direct control of the system, con- 
sists of forces which act on and influence the system's 



Don Q. Matthews. The Design of the Mamgement Infor- 
mation System (New York: Aucrbach Publishers. 1971) pp. 16- 
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functioning. 



novative practices can be tried out. 



Major Elements in Analysis of Service System* 

Tfie analysis of a system involves c:.jinining input, 
operations or conversion processes, i.e., the coordinated 
action and activities of the various parts which control 
and are controlled by tlie internal environment, and sys- 
tem output. 

Inputs are generally viewed as resources and client 
input. Resource input, i.e., staff, funds, and available ser- 
vices are active inputs which are used by the system to 
process clients. Client uiput^s are used by the system or 
acted upon in order for the system to realize its major 
service goals. 

Input also includes feedback v>r information tlow. 
Feedback can be defined as "..,.a signal from the operat- 
ing system about its functioning and relationship with its 
environment."^ Such input, if used, allows the system to 
determine and correct malfunctions in its own opera- 
tions and to seek needed changes in the environment. 

There is a great value in input infomiation. Such in- 
formation helps in the monitorinj^ of the characteristics 
of successive groups cntcriiiL the system and the deter- 
mining of changes which inigfit require adjustments in 
the service delivcr>' proces:*. Moreover, this kind of in- 
formation helps administrators set realistic goals for the 
system. 

Given inputs, i.e., resources, clientele, as well as re- 
strictions, e.g., in the fomi of limitations of public opin- 
ion, morale, attitudes, and administrative constraints, a 
social service system can he viewed as a process which 
transforms mput elements into (hopefully) desirable pro- 
ducts. Sy.uems operations or the conversion process r*:* 
fers to the total process of assessing and serving clients; 
this includes negotiations with internal and external en- 
vironments toward the end of goal realization. 

This kind of descriptive information, when compar- 
ed to other systems, vvvjiild pcrrrit riic ailministrator to 
view his particular set of operations in the context of 
other systems with similar ohjectives, Ga^^-. in he svstern 
can be identified where certain reconn?^c::;I:?ti >n:5 for in- 



System outputs refer to activities of and services 
rendered by the system. Outputs are distinguishable 
from outcomes which refer to the impact of the services 
on tlie processed clients who have passed through the 
system, i.e., as tiiey relate to previously specified objec- 
tives - reflect changes in the problem or need status. 
Wliile output information allows a system to view and 
assess its activities in temis of its objectives, it is out- 
come in fornix!.^ i^;^ which allows the system to evaluate 
the effectiveuv ^the activities and services. 

Tlie relationship of tlie elements in a social systems 
analysis is described by Rosenberg and Brody who indi- 
cate that a "....system takes in inputs across this bounda- 
ry (input process), engages in a conversion process by 
tran^lbnning these inputs and then exports the products 
of the system as outputs across the boundary."^ 

Integrating Statement 

In the remaining of this report, attempts have been 
made to gain insiglit into th-^ protective service delivery 
system in two communities. The primary goal has been 
to deternn'ne an 5 describe the intenal functioning of the 
protective service units and their relationship to the par- 
ent agency, i.e,. the public welfare agency. Beyond these 
considerations, we have attempted to determine the rela- 
tionship between the protective service system and the 
external environment, i.e.. major collateral systems, to 
gain insight into the community network for handling 
child abuse and r:eg]ect cases. 

Wliiie the larger study provides data germane to the 
major elements of tlie systems model, i.e., input-opera- 
tions-output, this report deals with the system's opera- 
tions only. One important factor demanded our taking 
this -ipproach. Beyond the fact that input and output 
data are presently being analyzed, we felt the need to de- 
vote considerable attention to the structuring and opera- 
tions of two distinctly different systems. Guides are 
sorely needed for developing protective service delivery 
j>ystems. Thus, a close scrutiny of the functioning of 
these systems and a discussion of the insiglits k-^ii/icg 
mldit well serve as some of the guides needed. A n ibsc- 
quent report will integrate findings and insightis mcor- 
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porated in this report witJi input and output data. 

A final point must be made. Wliilc the systems 
model has served as the conceptual framework for the 
total study, we have consciously tried not to become 
bogged down in a play of strict technical jargon. Rather, 



our approach has been simply to utilize the tool as a 
framework for data collection and analysis and a com- 
prehensible format for presenting the results. We pro- 
prose not to add nor detract from the development of 
systems analysis as a methodological procedure. 



Chapter 3 



NfETflODOLOGY OF THE STUDY 



Background of the Research Project 

Tfiis project, which was oftl Jally launched in the 
fall of !973 with data collection beginning in the spring 
of 1974, wa:: aijned at exploniig certain issues relevant 
to the mechanisms for and the effectiveness of social in- 
ter\'ention in child abuse and m^glect cases. This is a cru- 
cial issue in view of present s/xial awareness of and con^ 
cc'/n about the nature, incidence ano causation(s) of 
abuse and neglect, ojid the services delivered in such 
identified situations. 

The project emanated from some uf the concerns 
emerging out of our Regional study of child abuse and 
neglect, the resiilts of which been analyzed, report- 
ed, and distributed natioiia}I> lu iwd research mono- 
graphs.* 

GeneraJ Objectives 

The follo-^ing ob;ectives guided ihc research pro- 
cess; 

1. To determine, ji ihc local level, the orpniza- 
tion and structure .if prcifeciive vivice dehv- 
cry system?. 

2. To deienninc and assess the nature aud cop.- 
tent of services dehvcrLd. 

3. To determine the effect ivenc^^s of tfjo pit;:cc 
tive service dchveiy syitcri^s 

To develop models fi>r r?.iip:jiL^ j,),; scrvi.^c Lit:- 
hvery systems based on llw iinan^s. 

Research Design - EvaJtiaiion Researcli tJtilizuig 
the Expk»ratur\ l)eck.ripttve ()esigii 

I vr.i(:a:i(>n r:*Ne;ircli {i;V''lvcN : ,x, . Mlicvtior, oiurU):- 
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mation for the purpose of assessing the outcome or im- 
pact of a program or a system's functioning. Wliile there 
are many possible uses of evaluatioa infomialion, one of 
the I'uud.ujiv !al purposes of evaluation is to produce in- 
fonr.ation, .,c., feedback, which can be utilized in deci- 
sion iiuking. The need for evaluation as a decision mak- 
ing tool rests on two fundamental conditions, i.e., some 
recognized objectives or set of objectives and alternative 
means fot realizing the objecf.v/es. 

Ideally, an evaluation stuc?y »v.volves the collection 
and analysis of data regarding the major elements of a 
system, i.e., inputs, operations, and outputs. Given con- 
slraijus imposed by limited manpower, the nature of the 
system, time and amount of funds available for research 
efforts, ilie ideal in evaluation research isn't always ob- 
tained. 

According to Astin and Panos, Uiere are five evalua- 
tion metiiods 1 ) descripc urn of operations which is the 
least complex and fxuhaps the most widely used; 2) mea- 
surement of outputs; 3) measurement of operations and 
outputs; 4) me.-jsurement of inputs and outputs; and 
5) j:i analysis of input, operations, and output data. Un- 
doubtedly, (icclsions based on tlie latter method would 
ha^o more empirical support than tho.se ensuing from 
findings in the (Uher methods.^ 

This study has not been evaluative in the sense of at- 
tempting to detormine causal relationships between the 
s> >ti;m componcju.^ vvithin each system studied; ratlier, 
one systeni is b-inj: c^^nii^arcd to the other with respect 
JO the componerits. .According to Astin and Panos, tliis 
d :si<:;i. i.e.. crjinjianng two systems on one component is 
a Icgitirnjte nrnji^rtaking. However, by focusing upon all 
:hc ompoiient!^ wir.hin each system, it is possible to 
h :m hvpod^jses rocarJhig relationships between compo- 
fUi.ts arhi ilifkrtMices. if aiiy, lu-jsorved between the sys- 
tcn.s H ilh rs^'spocr lo system fnipact. A wholly general- 
f.' .i.Mus .v^ould mv.)lve r:iiid;>n\i/ation of cases in 
.'J 1. : >:-tOMi iif order to jccounl for the effect of vari- 



* A^;\jmi.-: W A^ti:. .mJ Rchctt J. f-'no ., "The ivvaluation 
o» I du^ ,rj t ftiui.inii." EJuCiitionat Sfcasurrmcnt 2nd cdi- 
'• IK f.y H.^hcit i. rhorndikL*(W:,fhinc:t<)n. o r Ameri- 
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ablcs not considered as pari of the study. 

The explanatory-descriptive design lias been selected 
due to the nature of the research, i.e., identification of 
the issues and constraints affecting service to consumers. 
The major emphasis in the exploratory study is on the 
discovery of ideas and insights. TWs means, therefore, 
that the researcJi design must be flexible enough to allow 
for the consideration of various aspects of the phenome- 
non under study. Descriptive information does not in- 
volve any explicit statements of causal relationships. The 
description may be entirely qualitative or it may also iji- 
volve quantitative features. 

Evaluation Criteria 

As previously indicated, the general purpose of tiiis 
study has been to evaluate two protective service sys- 
tems in tenns of the mechanisms for the identification 
and the handling of child ahwse and neglect cases and the 
effectiveness of intervention. 

With respect to this goal, we have conceptualized 
criteria presumed to be basic both to the realization of a 
protective service system's functions or activities and to 
a detennination of the effrcMveness of services rendered 
by the system.^ Outlinec > - are the major activities. 
evalu::lion criteria, and fat. considered to be contrib- 
utory toward the way the systems functioned. The 
above elements are basic to the present report and will 
be considered in the comparison of the two systems' op- 
erations in Chapter 6. Secondly, criteria which will be 
utilized to evaluate the effectiveness of intervention 
which will be a major thrust of a forthcoming report, 
have been included. 

Evaluation of Sy.stcnis Operations 

Functions/Activities. A systeiifs functions or activi- 
ties are, in effect, the components through which the 
system operates. The major functions of a protective ser- 
vice system, as we view them are: 



Admittedly, economic con^idcrutitm'; arc ivnn^nt: lo id- 
minLstrativc dccKions rccLirdin;: projiram operations; however, ec- 
onomic criteria have nor been utilized in thi.s ev;ilujtion primari- 
ly du2 to limited lime, funds, and m.mpo-Acr ,ind ;i lack of con- 
ceptual clarity for cost-efficiency ana;* v;cs of sociaJ services sys- 
tem v 



1 . Coordination and Cooperation with the t'nvir- 
onment. The protection of children is a com- 
munity affaii, one in which many systems 
may and must become involved if the protec- 
tive a'rvice progran; is to be a success. View- 
ing tlie protection of children in this manner, 
it logically becomes an expected function of 
tlie system, mandated to protect abused and 
neglected children, to initiate and/or maintain 
a well coordinated and cooperative relation- 
ship with its environment. 

2. Intake. Entrance into the protective service 
system occurs througli intake. Tlie intake 
function involves the screening of cases to de- 
termine the nature of the action to be taken. 

3. Screening. Wliile .screening can and is general- 
ly consideied an aspect of the intake process, 
we have chosen to treat screening as a separate 
function or activity, as each system handled 
the process in distinctly different ways. 

4. Investigation. Tfie investigation, through 
which the vahdity of complaints is deter- 
mined, has probably always been a major ac- 
ti\ity of protective service systems. However, 
in \iew of the mandate in Public Law 93-247, 
requiring that tlie State provides for an inves- 
tigation of every reported known or suspected 
instance of abuse or neglect, we can assume 
that the investigatory function will become in- 
creasingly more important as a protective ser- 
vice system activity. 

5. Case Assitrnment, Case assignment as a func- 
tion may be related botli to investigation and 
to case handling. In relation to the investiga- 
tory function, the assignment of cases appears 
to be based on assumptions regarding the na- 
ture of tlie incident and the severity of the in- 
juries or the neglectful conditions. The assigth 
ment of cases for "management'* purposes 
seems to be based on the above assumptions 
as well as structural and organizational aspects 
of the system. 

6. Case /lanJling. Responsibility for planning 
and coordination, referrals and/or court peti- 
tions, and on-going delivery of services to chil- 



drer and their fajiiilies, i.e., foUow-up,are ele- 
men\s of the casi: h*uidJing function. 

7. Record Keeping, Record keeping is the pro- 
cess of maintaining data which can be utilized 
for the general purposes of accountability, 
showing effectiveness of services, and for in- 
ternal decision-making functions. 

Evaluation Criteria, The following set of criteria has 
been used in evaluating how the systems operated in 
terms of the functions. Tills hst of criteria is in no way 
considered inclusive, nor docs every criterion relate to 
the evaluation of every activity. 

I. Expediency as a Criterion, Tills criterion re- 
fers to the iminediacy with which the man- 
dated protective service system u'sponds to re- 
ports of abuse or neglect. The measure of ex- 
pediency was determined by a consideration 
of the time which expired between the time 
the report was received and the lime of offi- 
cial action, i.e., investigation. The data for 
these calculations were obtained from case re- 
cords. Beyond this, a determination of expedi- 
ency was based on the existence of intra and 
interagency linkages and coordination in the 
response process. 

2. Compliance as a Criterion. There are two as- 
pects of tliis criterion. First, incidence cover- 
age is defined as the extent to which cases 
identified by collateral systems are reported 
to the mandated protective service system. Se- 
condly, investigatory coverage rcl'ers to the 
extent to which the recipient of reports inves- 
tigates relevant cmsos. To determine incidence 
coverage, we eoiisiJefed the question or who 
may and who does reptut tu the mandated 
protective service iyi;tem. Sirmlariy, respon- 
dents in the collateral systems were asked jf, 
when, to whom, .'rii! i:ndcr what circiim- 
stances they reportc; ideruitled cisesof abuse 
and nedect To Jei."nnine mves'i.^.Mory cov- 
erage, the responses to tiic 'M:';.tion, "arc nil 
cases investigated?", uejc l ousjdeitd. iiu^ 
question 'aj;. -isk::-! in rcLui^'ii aetilect and 
•jbui^e: ciMiipIiiints. 

3. E/jlciency iis j Crittrian. f'tildeiicy , iiencral- 
iy m?anii;g proLiuctivit\ o\ -cticn wi:h r-ini- 
mum v.:i^fe. -.vas ba.^ed i-ii -^-^teiUo: ivior- 



dinated and cooperative efforts in internal op- 
erations and in relarion to the parent agency 
and to the external environment. To deter- 
mine the nature of suJi relationships, inter- 
viewees in die protective service system and in 
the collateral systems were asked to describe 
procedures of operating from the point of 
identification. Further, tlie respondents were 
asked if the outlined procedures were uni- 
form/routine. l\\ addition, a comparison of 
system's personnel performing functions was 
considered. 

4. Operational Definition of Abuse and Neglect 
as a Criterion, An operational definition of 
what constitutes abuse or neglect was consid- 
ered to exist if the following conditions were 
present: I) written policy describing condi- 
tions and priorities set for responding to re- 
ports, and 2) case handling predicated on a 
distinction between emergency intervention 
and long-term .services. Beyond this, gross in- 
consistencies among respondents to the ques- 
tion, **lf cases are confirmed as a result of in- 
vestigation, what actions are then taken by 
your agency?", suggested a lack of definition- 
al clarity. Interviewees were asked to consider 
a Hst of abusive and neglectful situations hav- 
ing serious and non-serious consequences for 
children. 

Contribuu)r}' Factors, The following factors have 
been viewed as variables which may explain, in part, the 
way the sy.stenis operated in relation to the functions: 

1 . Case handling by the external enviiunment. 

2. System sirucuire (including linkage to (he 
parent ji?cncy). 

3. Organizational heiiaviois (including operations 
m relatim: to the externa] environment). 

4. Cunstrajits (including lack of knowledge and 
ifainiiii!, lack of coordination and coopera- 
tion, le-ial constraints, and limited funds and 
njanpower). 

Evaluation of Effecti\eness 

In order to ev.ilua:e a sysienrs intervention, i.e., ser- 
vices ri.:ndcied, a >f:i of criteria has been conceptualized 
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which will allow inferences to be luade about ctYeciive- 
ness. Tfxcse criteria are: 

1. Recidivism as a Criterion. The extern to 
which children do not return to Ihe system as 
measured by the absence of subsequent re- 
ports is considered an indication of the effec- 
tiveness of intervention. We acknowledge the 
fact that the inability to control for such rele- 
vant variables as family mobility, failures in 
the reporting sysienu and the occurrence of 
injuries not detected by potential reporters, 
lessens the validity of recidivism as a criterion. 

2. Severity of Subsequent Injuries as a Criterion. 
This criterion is predicated on the belief that 
if services are effective, subsequent reported 
incidents will involve injuries less serious in 
nature than prior incidents. 

3. Length of Time Benvcen Reported Incidents 
as a Criterion. Longer periods of lime be- 
tween incidents is considered a measure of ef- 
fectiveness, [lere. too, the factors associated 
with recidivism as a criterion warrant that in- 
ferences be made with caution. 

4. Rehabilitation of Perpetrator as a Criterion. 
To the extent that reported incidents do not 
involve the same perpetra*or(s). we infer that 
services were effective. 

5. Disposition of Agency as a Criterion. In uti- 
Ii/-ing agency disposititm as a criterion, the as- 
sumption is made that subsequent dispositions 
will either remain tlie same or be less severe, 
e.g., services in the home over against removal, 
than earlier dispositions. 

The limitations of the above variables as niexsures of 
effectiveness are both realized and acknowledged. It is 
understood that the best measures of effectiveness 
would be ihosc whicli indicate some direct in>pact on 
the lives of tht- children and their families, e.g.. growth 
and development factors, tamily rehabilitation, etc., over 
time (longitudinal design). A less accepted, though per- 
haps more direct tha!T the present study design, would 
involve post-measures of subjects who have been abused 
or identified as abu.sers. Fr.r rlie scope of this study, 
neither nveru/e was open. Thus, while the preseni study 



(Level II data) has the advantage of a lime-series look at 
case data in terms of reported incidents, a major weak- 
ness with respect to the evaluation of effectiveness has 
been the lack of measmes of personal growth and devel- 
opment. 

Protective Service Delivery Systems Studied 

Data for this study were collected in two sites - 
Niishnlle, Davidson County, Tenne'^e and Savannah, 
Chatham County, Georgia. In Site I, Nashville, David- 
son County, Tennessee, an emergency 24-hour report- 
ing system witli a unique protective service program 
(CLS-Comprehensive Emergency Services) has been in 
effect since 1971.** As a basis for planning for the pro- 
gram wliich was funded as a demonstration project by 
the Office of Child Development. H.E.W., the Urban In- 
stitute of Washington, D,C. conducted a study of neglect 
and dependent children in Metropolitan Nashville in 
I970-197I. In Site II, Savaimah, Chatham County, 
Georgia, the protective service system is a more tradi- 
tional one with no internal provision for 24-hour emer- 
gency reporting witliin the public welfare system. 

Data Sources and Research PrtKedures 

Tliis research project was conceptualized in two lev- 
els. The primary goal of Level I was the delir. , .-tion of 
the systems' mechanisms for the identification and the 
handling of child abuse and neglect cases, i.e., program 
structure and organization. The major goal of Level 11 
was to determine the nature and effectiveness of the sys- 
tems' intePr-ention. 

Level I data which served as the data source for the 
analysis of systeufs operations or process issues were ob- 
tained from several sources in each site. In Nashville, 
these kinds of data were obtained from interviews with 
Cf£S personnel, direct on-site observation, and two major 
reports; 1) one representing findings from an evaluation 
study of protective services in Nashville,^ and 2) an in- 



^ri"prclu*nsive limcrgcncy Service will be rcferrcil to as 
CIS \ti c luirulcr o!' this rcpori. 

^Mi.'^-in R. Burl and Louis H. Options for Improving 
the Cc^c of Xcf^h'ctrJ and Dependent Children, A'ashviiU'-David- 
sor. County, lifincs^ee. (Washington, D.C: The Urban Insti- 
tute. I^^I). 
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house sun-ey of medical f aLilities.^ 

In SavaniiaJi interviews with ijistrunients of a struc- 
tured and semi-structured format were conducted with 
administrative and service workers in the protective ser- 
vice unit of DHR,'' with similar level personnel in the 
police department, in four hospitals and the public 
health department, and court workers. Additionally, on- 
site observations of tlie system's operations were utiliz- 
ed. Tlius, the data for the operations or process compo- 
nent of the two systems are not from entirely compar- 
able sources. Obviously, having embarked on a research 
effort of a project for which evaluative research had 
been conducted as in the case of Nashville's CES project 
and a system on which similar research had not been car- 
ried out, we could not utilize the same type of proce- 
dures as if we had conducted our research activities in 
two sites with similar programs and at similar stages of 
program development. Actually, one of the values in the 
study, we feel, is in the comparisons we will be able to 
make in this and subsequent reports of two very dissimi- 
lar systems for the delivery of protective services to 
abused and neglected children. Beyond this,we do not 
feel that the efficacy of the findings is violated by tliis 
approach for two major reasons: 1) the exploratory de- 
sign allows flexibUity in the data collection process, and 
2) the systems' flow charts, constructed as a result of the 
data collected and the on-site observations, were review- 
ed for accuracy by project personnel with system*s re- 
presentatives in each site. 

Level II data, which will serv^ as the data base for 
issues relevant to systems input, output, and outcome, 
were obtained in each site through structured interviews 
with protective service staff and a st:uctured question- 
naire to which case data were transferred from agency 
records. Hiese data are presently being computer pro- 
cessed . 

Focus of this Report 
This rcpon siJmman/cs the ppcraliuns, i.t-., process 



Survty of Twelve ^i^ii;Jtjis. ^'uShitlk' Davidson, Cvunty. 
TiTinessee. Ri-pori prepared by D.^nru I Oriniion. Kc^io:^ V. 
Tennessee Dq Ltrimcnr of Piibiic IltiaiiS (October. '973). The 
suA'cy wascondjctfd in Octohcr-.N'i^vcnbor. 1972. 

^DHR relVr« ui the Dcpjr:nicnt of Hujrun Rcyitiaes which 
is Ocoi)^vd\ department ol puMu- wdtaie r.crvjccs i h:ou;:h-»ut 
fcmajnJcr ol rc)vrT will rotcr !o nv: Dcp-rtmcrii ai 



component of each county's protective service delivery 
system. We have concerned ourselves with such issue.", as 
entrance into the system, which involves an analysis of 
the relationship between major collateral systems and 
the protective service system, and mechanisms for handl- 
ing children within the system. Comparative analyses are 
made and recommendations offered. 

A subsequent report will be an attempt to bring all 
tiie system*s components, input-process-output, together 
in a holistic picture. While such an initial effort would be 
desirable, we felt that there is much to be learned from a 
comparative analysis of the systems* operations, tlie suc- 
cesses, the frustrations, and the failures. Further, we felt 
It unjust to delay these findings until the monumental 
task of analyzing Level II data has been completed. 

Major Considerations 

The delivery of protective services is viewed as a 
process involving an identified system; namely, the pro- 
tective service unit of the pubhc welfare department, 
having both an internal and external environment. An as- 
sessment of collateral systems, i.e., a vital part of the ex- 
ternal environment, is necessary to gain an understand- 
ing of how the "service delivery system" takes in inputs 
across boundaries, what the constraints are, etc. 

A second consideration must be strongly empha- 
sized. We are herein stating clearly and explicitly tliat 
our research effort in Nashville. Davidson County, Ten- 
nessee has not been an evaluation of CES as a conceptual 
framework for the delivery of protective services.® In 
terms of the objectives guiding CES as a demonstration 
project, evaluation studies by Marvin Burt and Ralph 
Balyeat have indicated program success.^ Tlie present 
study has been an attempt to analyze the operating CES 
program from a broader context of protective service de- 
livery in Nashville from the perspective of tlie systems 
mtuJel. The CES system is being compared to the formal 
.system of protective service delivery' in Savannah. Chat- 
ham County. Georgia, nus. the :>h/ectives guiding (his 



When the -rant I'unds for CLS as a demonstration project 
ended, a nation,^ unt was obt;uned for the purpose of dis^semi- 
nation of infomu ion on the CVS system and the development 
ot training packaijes for communities desiring to set up similar 
pr< .grains. 

^Marvin R. Burt and Ralph Balyeat. '^A New System for 
JmpTovmg the Care of Neglected and Abuf^-d Children,*' Child 
Wi lfan\ Vi.lume LIII, Number 3. (March. 1974). 
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sri4(Iy have been imposed upon the systems analyzed 
rather than reflecting the explicit objectives of either 
system. Therefore, any findings cannot be construed as 
an indictment of either system. This consideration wili 
take on more meaning in the planned subsequent 
report. 

A third consideration involves the data for this re- 
port. Inasmuch as we interviewed different actors with> 
in several systems, we found conflicting accounts about 
given operations - especially among systems. Between- 
system conflicts can be viewed as a result of actors in 
systems describing systems from their own perspective. 
Such conflicts serve as a proper source of insight into tlie 
operations of the conmiupity systenu i.e., multi-agency 
network. On the other hand, intra-system conflicts are 
less easily resolved. We have tried to resolve iliese as 
much as possible through consultation during the data 
aggregation and report writing stages. Nc; dbss \o say, 
tliere is an element of subjective interpret. ition i:: o'jr fi- 
nal report, but we have nvulc c-vf-ry attempt jodcr'^.dbe 
the systems accurately. 

Limitations of the Study 

One of the major limitatir»ns of the study rests iti 



our failure to assess the problem from the perspective of 
educational .systems, i.e., day care, elementary school, 
etc. Tliis failure, however, is not an indication that these 
systems are insignificant, especially as a source of detec- 
tion and input into the recognized protective service de- 
livery -'Stems. For indeed, school systems have children 
under direct observation and tutelage longer than any 
other societal system with perhaps the exception of the 
family. This failure is attributed to the lack of manpow- 
er > time, and funds. For the same basic reasons we were 
unable to assess the problem from the perspective of pri- 
vate physicians. 

To the degree that different data sources have been 
utilized to compare tlie systems on some aspects, the in- 
vestigator can be charged with making unwarranted com* 
parisons between two dissimilar programs and drawing 
inappropriate conclusions. However, realizing the ulti- 
mate objective to be gained from insights gathered in the 
study, i.e., that of developing and/or improving models 
for training and service delivery systems, any conclusions 
drawn will be directed toward that goal rather than as a 
direct asse.ssineiu of eithe: system. 
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Chapter 4 



CES - NASHVILLE. DAVIDSON COUNTY. TENNESSEE 



For protective service systems to fulfill their man- 
dated responsibility, each suspected case must be consci- 
entiously handled from start to finish, i.e., from the re- 
ceipt of the report or complaint to the investigation, to 
emergency action and court proceedings if warranted, 
and to the strengthening of the family, if possible, 
through support services. In order for this mandated re- 
sponsibility to become a reality, 2 network of communi- 
ty interactions beyond the boundaries of single systems 
must be coordinated. The first part of this section deals 
with the relationship of CES to collateral systems.' 

Relationship of CES to Collateral Systems 

CES and Health Systems 

Health systems, especially hospitals, are a major po- 
tential source for the recognition of abuse and neglect 
and for input into a conin\ui:ity's protective service de- 
livery system. The extent :o which a hospi*aI or otiier 
medical facility deals with child abuse and i.egleci de- 
pends, in part, upon the occurrence and definition/iden- 
tification of the problem and the operating mechanisms 
for handling the cases. 

Both of the above issues have been assessed in Nash- 
ville. From a survey of medical facilities, all, with the ex- 
ception of ; o private hospitals, indicated an increased 
awareness of child abuse and neglect. Of more impor- 
tance were some of the major problems viewed to re- 
strict appropriate case handling. Seven of the ten hospi- 
tals indicated a need for standardized procedures for 
handling abuse and neglect cases. Four facilities ex- 
pressed concern over the lack of cooperation from pri- 
vate physicians. And eiglil facilities needed more infor- 
mation on the "protective service" system's philosophy 
and the defined procedures for case handling, e.g., who 
should be called.^ 



' Admittedly, majiy changes have occurred iincu the re- 
search was completed, livery ell'ort, throuijh consultation during 
the report writii-.g stai^e. has been made to indicate .such changes, 

"Dfinnon, Sun cy. 



Tlie findings from the survey corroborated those ex- 
pressed in interviews with CES personnel who indicated 
that tliere was no uniform procedure for gelling abused 
and neglected cliildren seen in hospitals into the CES 
program. Over the life of the project there were few re- 
ferrals from private physicians; however, reporting from 
hospitals improved with child abuse referrals being dou- 
bled during ihe third project year of CES. 

A conunon recommendation from the persons inter- 
viewed in the survey of medical facilities was the need 
for educational experiences, e.g.. workshops. Since the 
completion of the survey, several multidisciplined child 
abuse workshops have been held in Davidson County as 
well as other counties in Tennessee. These workshops 
have been attended by medical personnel, students, so- 
cial service workers, and an assortment of others. The 
workshops and continued efforts by CES have affected 
the relationship between medical facilities and CES in a 
positive way."^ 

A rather ill-defmed relationship existed between 
CFS and the pubHc health department. One such center 
included in the survey of medical facilities expressed a 
need for uniform approaches to the problem, i.e.. identi- 
fication, case workup, referral procedures, etc. CES per- 
somiel related that all prematures dismissed from the 
hospital were referred to public health, but tlie proce- 
dure for referral and follow-up was not uniform. Beyond 
this. CES personnel felt referrals were made to CES only 
after or at the point where pubHc health felt placement 
to be inevitable. 

.Another communication gap existed between CES 
and mental healtli facilities. According to CES person- 
nel, there was no routine procedure for interagency co- 
operation. The primary need for mental health, as view- 
ed by CES p^:rsonnel. was to perform psychiatric evalua- 
tions, e.g., to determiiie whether or not a person was 
psychotic . Reportedly, mental health was generally re- 



A di.scussion of recent efforts designed to bnng about a 
more desirable relationship between hospitals and CES is pre- 
.««inted in Chapter 6. 
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luctajit to accept CES referees especially in relation to 
physical or sexual abuse. It was felt that they were being 
requested to evaluate a situation in which what was re- 
vealed could be used to determine whether or not a child 
would be removed from his/her home. Beyond reluc- 
tance to i'ccept referees, the time involved in getting 
eventual requested evaluations was lengthy. This situa- 
tion caused great concern, especially when case hiindling 
was directly dependent upon such an evaluatior. Fur- 
ther, tiiis situation was not helped by the law which stip- 
ulates that all abused children are to receive psycLiatric 
evaluation; howevei, there is no mechanisms in the law 
to deal with payment for these kinds of services to per- 
sons who are not active AFIXT cases. 

Another observation made by research staff, during 
the process of studying cases for Level 11 data, and cor- 
roborated by CES personnel was the virtual lack of refer- 
rals to CES from mental health facilities. 

The above discussion appears to higlilight the point 
that while medical facilities, i.e., collateral systems, are 
indeed a major source for the identification of abused 
and neglected cliildren and a major source for input into 
the CES protective service channel, the latter factor gen- 
erally stands as a potential rather than a reality. 

These observations from both sides of the relation- 
ship have added new insight into the problem. It appears 
that a great deal of the between boundaries failures can 
be directly attributed to a lack of interagency coordina- 
tion. Tliis appears especially to be tiie case between CES 
and the hospitals from which a common expressed need 
was for more information and uniform intra and inter- 
agency procedures for case handling. If tliis observation 
represents the reahty of the situation, it appears that the 
situation could be remedied, in part at least, by -a con- 
certed effort to duly acquaint the medical community 
with aspects of the law and the mechanisms set up by 
CES to handle reported cases, i.e., how, where, and to 
whom to report? Concomitantly, medical facilities ap- 
pear to need technical assistance to help routinize their 
own internal operations. 

On the otht^r hand, it uppears ihat while a lack of 
coordination may be viewed as a contributing fp.ctor in 
the less than desirable relationship with the mental 
health element, a more imponant factor may he that of 
a lack of cooperation, e.g., the perceived existence of 
differences in systems' pliilosophics. the resistance to 



changing roles and functions possibly perpetuated by the 
provisions of the law. Perhaps a closer worker relation- 
ship between agencies could eliminate the former, while 
administrative changes may remedy the latter. 

The extent to which input from the medical com- 
munity, a major potential source into a protective ser- 
vice dehvery system, is hindered is one indication of the 
extent to which a community deals with the problems of 
child abuse and neglect. Tliis would suggest that as a 
comniunity moves in the direction of implementing a 
CES program, complete knowledge of the law, of protec- 
tive service philosophy, objectives and functioning as 
well as technical assistance should be provided to hospi- 
tals and otlier medical systems in developing standard- 
ized procedures for inter and intra-agency case handling. 

CES and Law Enforcers 

Many cases of child abuse and neglect routinely 
come to the attention of a community's poHce or other 
law enforcement agency.** Some such cases result from 
reports made directly to the police or sheriffs depart- 
ment; others unfold as law enforcers pursue situations 
involving adults in police matters, e.g., domestic alterca- 
tions, criminal behaviors of parents or guardians; and 
still others are recognized by officers as they routinely 
patrol their assigned territory. At any rate, in heu of 
training and/or administrative procedures, officers would 
probably handle such cases, howbeit from a personal ori- 
entation, according to prescriptions in the law. 

According to Tennessee's child abuse reporting law, 
child abuse is a misdemeanor carrying a fine of not more 
than one thousand dollars or imprisonment of not more 
than eleven months and twenty-nine days or both.^ One 
can surmise that a rehabilitative orientation among offi- 
cers will be less likely to occur smoothly and quickly 



In Nashville. Davidson County, Tennessee, it is reported 
thiit prior to the implementation of Cl-S, police officers ac- 
tually signed the petition in approximately one-third of all neg- 
IcL't/ricpcndent cases and frequently picked up the children, took 
ihem to the Juvenile Court, and then to Richland Village." 
Community Emergency Services: Community Guide, pp. 14-15. 

^Public Chapter No. 81, Senate Bill No. 160, Section 6. 
Chapter 10 of Tille 39, Tennessee Code Annotated (April, 
1973). 
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when a punitive elenicm exists in the law tlian when 
such a constraint does not exist. 

Initially one of the poorest areas of cooperation was 
that which existed between CES and the police depart- 
ment. Common kinds of situations which initially caused 
CES personnel grave concern involved those arising out 
of public transient incidents and those wWch were police 
oriented. In such situations, CES was usually called into 
the case after parents were jailed and tlie child/children 
were inappropriately "disposed of." On the other hand, 
if cases were child oriented, with the exception of severe 
physical or sexual abuse, police officers referred cases to 
CES. 

The relationsliip between CHS and police officers re- 
portedly improved significantly over the life of tlie pro- 
gram. Presently, CES personnel indicate that police offi- 
cers consuh CES or the Juvenile Court more frequently; 
and only in extreme cases will the above described chan- 
nel of case handling exisi. 

That police department personnel were included in 
the planning prior to tlie implementation of CES in 
Nashville, one could surmise that a lack of cooperation, 
due in part to the prescription in the law and the lack of 
training in the area of abuse and neglect for direct line 
officers, rather than a lack of coordination contributed 
to tlie initial problems between CES and the law en- 
forcement system. Improved relations between the two 
systems have resulted, in part, from the continuous ef- 
forts of CES personnel to involve law enforcement per- 
sonnel more directly. Training. Wn the most part, is et 
lacking which is probably the case in most ci^mmunines. 

Undoubtedly, law enfoice:ne?u systems are a major 
potential source for input into the protective service de- 
livery system regardless of the stage of development in 
wliich the r.ystem may he. In considering the CES system 
or some ot\m for implementation, ihcre are several fac- 
tors to be worked out. In communities where there is no 
coordinated system for Jhe delivery of protective ser- 
vices there wilJ be the rkcJ to oovojop intetagency pio- 
cedures for case handiI^.^ i.e.. jKoteotivc i>ervic. jnd law 
•nfojcement. Conc<)rinfantiy, hainirii.' Ici lav; eiUo^oe- 
laeni persoujiel in general and line ofJl^ers in pjrl.^uliir 
is vitally impor.ant coordination exists, efforts 

ti -Vi:d continuous open coinnmnication toward the iu»al 
of cooperative relation.^ must he expended. Traininj^ of 
;::>v enforceynent pers^i^md is essential. 



In any event, developed case handling procedures as 
well as training provided would need to be worked out 
with careful consideration of the prescription in tlie law. 

CES and the Juvenile Court 

Prior to CES, DPW often became aware of situations 
after neglect/dependent petitions had been filed, i.e., no 
involvement prior to the petition.* However, with tlie 
implementation of the CES demonstration project a 
close coordinated system was instituted. Each case de- 
fined as an emergency reportedly, is assessed immediate- 
ly in the field by the CES worker on call and tlie protec- 
tive ser\ice worker from the Juvenile Court. If such a 
call is taken at the Juvenile Court intake, the CES work- 
er is notified; both workers investigate tlie situation as in 
cases initially reported to CES intake. 

CES Systems Operations 

The CES system does not constitute a new set of 
ser\ices; rather, a unique way of coordinating services 
with the emergency intake services being perhaps the 
central coordinating unit of the system and its compo- 
nents. This section is devoted to a description of the 
Nashville, Davidson County, Tennessee system's opera- 
tions, i.e., process in the haiidhng of abuse and neglect 
cases. Reference to Figure 1 in Chapter 6 should assist 
in understanding the system's operations. It must be 
emphasized, however, that tlie project was designed as a 
crisis/emergency intervention system. As such, child 
abuse and neglect situations constitute or.ly a part of its 
focus. 

Tlie definition of comprehensive emergency services 
as estabhshed by tlie Metropolitan Nashville CES pro- 
gram follows. 

C'oniptchcnsive merge acy Services Is defined as a 
chilJ w cifarc Mrvkc dcsitincd to meet any family cri- 
sis or LTipenilinj* crises which requires social inteivcn- 
U'on for the purpose of planning to protect children 
whorv: heal til, safety, and/or welfare Is endangered 
wtth primary tniphasis on those children who wiJl 
reach iht^ attention oi the Juvenile Court, as neglect- 
ed, unless there is immediate casework Interven- 



^UPV*' refer?! lo th.- Tennessee Department of Public Wel- 
fare. 



19 

23 

o 

ERIC 



tion. 

CES Service Components 

The initial CES program in Nashville was comprised 
of four basic service components:^ 

1. Twenty-four Hour Emergency Intake. This 
service was designed as an answering service to 
screen calls for referral of emergencies to the 
caseworker on call. In actual operation, intake 
workers in the Nashville program were respon- 
sible for initial case handling in most cases and 
outreach and follow-up in a large proportion 
of cases. Reportedly, each intake worker car- 
ried an active caseload of approximately forty 
families. The service of emergency intake is es- 
pecially important for niglits and weekends. 

2. Emergency Caretaker Service^:. Caretakers 
were to provide temporary care, usually for 
only a few hours, in unforeseen emergencies 
which occur at night leaving children without 
parental supervision. According to CES per- 
sonnel, this service was never fully developed; 
homemakers eventually took over caretakers' 
roles as functions began to overlap. 

3. Emergency Homemaker Services, These ser- 
vices are provided on a twenty-four hour basis 
for the purpose of maintaining children in 
their own home until the resolution of a crisis 
which makes it impossible for the parent to 
carry out his/her routine parental responsibili- 
ty. In the Nashville project, emergency home- 
makers proved to be an important component 
in the total program. It is reported that during 
1973, "eleven homemakers provided services 
to 134 families maintaining 525 children in 



^Comprehensive Emergency Services: Community Guide, 
P, 1. Tor a detailed description of ilie services, sec Chapters 9 
through 16. 

8 • 

F**or a full description of these components and operating 
program cost information, see Community Guide, pp. 47-52. 
Also, see Oupters 12 and 16 for a description of components 
added to the initial program. Emergency Shelter for Families and 
Adolescents, tcspectively. 



their own homes."^ 

4. Emergency Foster Home Services. These ser- 
vices were designed to minimize the emotional 
shock of the removal of children from their 
own homes by providing them with a home 
environment as an alternative to the routine 
housing of all children temporarily in an insti- 
tutional placement prior to court hearings. 
Emergency foster homes differ from regular 
foster homes in that they receive children at 
any hour and usually without preparation 
such as preplacement visits. Children are usu- 
ally placed for shorter lengths of time. Two 
major types of problems in the utilization of 
emergency foster homes emerged. Emergency 
foster home space had to be used to provide 
care for children whose regular placements 
broke down. Another problem area involved 
children who because of their age and/or emo- 
tional problems were able to adjust to a parti- 
cular emergency home and were, therefore, al- 
lowed to remain in that emergency home be- 
cause it was determined to be the most suit- 
able placement. These kinds of situations un- • 
doubtedly placed a demand on the supply of 
emergency space. 

The Intake Process 

"The twenty-four hour emergency intake is the 
component which provides the central mechanisms nec- 
essary for coordination ....The emergency intake is the 
main thrust for the system and its components."^ ° En- 
trance into the system occurs through the intake compo- 
nent. 

Duritig Work Hours. - Complaints received during 
the work day were studied, from ^formation received 
from the walk-in or telephoning complainant, by the 
emergency service intake worker. TJie intake worker had 
the responsibility for determining the most appropriate 
action from several alternatives. Some cases were re- 
ferred to other community resources. In cases appropri- 
ate to the services of CES which were determined, from 



Community Guide, p. 49. 
^^Ibid, p. 77. 
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available information, to be non-serious in nature, social 
servic were offered, in such instances, intake and inves- 
tigative work were conducted by tiie emergency intake 
worker. However, the intake worker was not generally 
responsible for carrying such cases. Each case defined as 
serioUi or an emergency was assigned by the intake 
worker and the supervisor for immediate investigation 
and assessment. 

After Work Hours. - Complaints were received 
througli tlie DPW emergency ijitake answering service 
which, upon preliminary screening, referred some calls 
to other community resources and emergency or crisis 
situations to the emergency intake worker '*on call." 
Tlie intake worker determined, from available informa- 
tion, the nature of the situation. Non-serious/non-emer- 
gency situations were either referred to appropriate 
agencies or to outreach and follow-up. Emergency situa- 
tions were assigned for immediate Held investigation. 

Screening and Investigative Processes 

The screening process determined the expediency 
with which calls or other sources of complaints were in- 
vestigated in the field. The expediency with which calls 
were reportedly investigated depended upon the degree 
to which a case was defined as an emergency. Project 
personnel indicated that the following types of situa- 
tions were categorically enrmarked for immediate inter^ 
vention: (1 ) reports of children left unsupervised or im- 
properly supervised: (2) child abuse; (3) cliiJdren with- 
out proper nourishment, shelter, or care (gross neglect); 
(4) children in need of immediate planning due to severe 
family conflict and disorganization; and (5) family crises 
involving situations which might result in chile toh going 
before the court. Neglect complaints, not falling within 
the above types, were not assigned for immediate inter- 
vention; they were generally routed to the regular DPW 
protective service unii for investigation.^ ^ Non-serious/ 
non-emergency cases were inve^itigated'by the emergency 
intake worker much on the order of neglect complaints. 

To determine it i patieni of intervontion actually 
ex.st-d as a result of screening, wc have analyi^ed initial 
Level il data uhicli r^uggcit ilm icriousncss r.nd, U> ;i 



' *Ti;c%e .pocific i-rjoriiy typ-.s a\ imntums hjve Docn 
broken do-A.i into rrorc o^^iailed t>{jt;s. Sco Commumiy Guidf, 



lesser degree, knowledge of case history influenced the 
expediency of tiie investigation. Analyzing two decks of 
case data - Dock 1 being serial abuse cases (N=86), and 
Deck 2 being cases on which only one incident had been 
reported (N=103) - we found that Deck 1 cases were 
generally investigated more quickly than were Deck 2 
cases. Investigation was initiated in less than twenty-four 
hours from the receipt of the complaint in 80.2 percent 
of Deck 1 cases and in 78.6 percent of Deck 2 cases. 
Seemingly, the most important criterion for prompt in- 
tervention was that of seriousness in serial abuse/neglect 
complaints. Wliilc an overall 80.2 percent of Deck 1 
cases were investigated in less than twenty-four hours, 
86.3 percent of serious and 77.2 percent of non-serious 
cases were investigated within that time period. There 
was no real difference between the time of intervention 
of serious and non-serious cases in Deck 2, 79.7 and 77.3 
percent, respectively. In only 3.5 percent of Deck 1 
cases, involving non-serious conditions, did tlie initiation 
of the investigation occur after a period of one week but 
less than one month. In Deck 2 cases, the investigation 
was initiated after one week but less than one month in 
6.8 percent and in 1.0 percent of the cases after one 
month. ^ ^ 

Each case, defined as serious or an emergency at in- 
take, was assessed immediately in the field by the emer- 
gency intake worker and the protective service worker 
from the Juvenile Court. If an emergency call were re- 
ceived at the Juvenile Court intake, the CES emergency 
service worker was notified. A cooperative field investi- 
gation, i.e., the Juvenile Court worker and CES worker, 
was reportedly conducted in all situations defined as 
emergency/scrious/crisis. This procedure was followed 
for complaints during and after work hours. From an 
evaluation of a situation occurring after work hours, a 
decision was made regarding the considered most appro- 
priate action, i.e., service. The case was subject to fur- 
ther study liie following work day. The main point to be 
taken note of here is that interagency, i.e., CES and 
Juvenile Court procedures have been defined and appear 
to he in operation for initial case handling after entrance 



Tliesc ivintls of tf jta, as wcli as data concerning expedien- 
cy r>y type of -iitu.itiotv will be analyzed more extensively in the 
antuipatcd sulvsccjuent report which will be based on case data. 
The- tola! r.urnbcr of cj.<;es in these analyses do not include cases 
Uir which unknown was reported for either variable under anal- 
ysis. 
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into die CES system. 

Case Assignment and Handling 

Cases were assigned primarily on the nature of the 
complaint. While the intake and investigative work on 
non-serious/non-emergency situations was conducted by 
the emergency intake worker, these types of cases were 
normally opened and carried by some other unit of DPW 
(general service or regular protective services) if service* 
were accepted. Aside: these units were not a function- 
ing part of the demonstration CES project. Although 
present in a small number of situations, the refusal of 
the services could lead to the recommendation that a pe- 
tition be filed. 

Cases initially defin^id as serious/emergency/crisis 
were opened and carried by emergency intake workers. 
For these cases, the worker had the responsibility of in- 
vestigating, diagnosing, plaiming, coordinating with su- 
pervisors of program components for services to children 
and their families, and on-going case handling. Case 
transferral, as we will note in a following discussion, be- 
yond the defined crisis was hampered by definitional 
and administrative problems. 

Record Keeping 

The importance of record keeping in any venture 
has been recognized; but perhaps in no area, more than 
that of the delivery of pubHc social services, does this 
tool take on such paramount significance. Public social 
service agencies are increasingly being made aware of the 
need to maintain data which can be utilized for the gen- 
eral purposes of accountability, showing effectiveness of 
services, and for internal decision -making functions. 

Initially, the CES project utilized three major forms 
of record keeping: 

1. Family folders, which included narrative ac- 
counts of case movement and relevant case 
forms, e.g., medical service forms, court de- 
crees, etc., v/ere maintained by the emergency 
intake workers on all cases wliich were opened 
and carried by them. 

2. A brief report was maintained in the emergen- 
cy unit on all cases for which emergency in- 
take conducted the intake and investigative 



work, but did not open if it were possible to 
pass to the parent agency. 

3. "Green carding" was applied to cases which 
were not validated upon investigation or for 
which there was a minimum of information to 
show accountability. 

As a result of a directive from OCD, the federal funding 
source, this latter method was eliminated in 1973. 

A log was maintained to serve as a central file for all 
complaints reported to CES intake. Each time a com- 
plaint was received, the <;hildVchildren's name was add- 
ed to the log. This is to say that the total number of 
cases on the log at any given time represented isolated 
and serial abuse/neglecK complaints. 

Any manual record keeping system, as computer 
systems, will fall short of the desirable. But the degree to 
which thw manual system maximizes the use of relevant 
information and the ease of retrieval, conversion to 4 
computerized system will be better facilitated. 

The main criticism of the CES record keeplr - 
tem is twofold: 

1. Tlie log should provide an easy means to ab- 
stract information on actual case count and 
case count on specific variables. 

2. The log only contained "cold" facts; the 
**hot" facts were imbedded within the mire of 
the workers* folders. 

I must emphasize here that the criticism has been made 
as a point for developing systems to note. The Nashville 
CES project was the first of its kind in the nation; thus, 
beginning projects should gain from their initial failures 
as well as successes. 

Some Observed Problems 

Problems in Case Transferral 

While, indeed, CES is and can legitimately be con- 
sidered a system, it is important to the following discus- 
sion to xehu to our discussion on the systems model. In 
analyzing a system, it must be recognized that the sys- 
tem under study is a part of a network of subsystems. 
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systems, and suprasystems. Aiid so it is v^ith CES. The 
CES project was a federally funded demonstration pro- 
ject under the auspices of the Davidson County Depart- 
ment of Public Welfare.^ ^ The major operations were 
housed in a building adjacent to tlie County Department 
Office Building. While CES, then, was a system it was at 
the same time a subsystem of the Department. A special 
problem, however, resulted from the relationship be- 
tween the project and the parent agency. The problem in 
question involved the transfer of cases from CES to com- 
ponents of the parent agency. CES personnel were in no 
position to "force" cases on the general service or regu- 
lar protective service units if these units refused to ac- 
cept them. With this inability to transfer cases when 
needed, each emergency intake worker carried an aver- 
age caseload of 40 cases, i.e., families. 

Another factor which contributed to the heavy case- 
loads was the problem the project faced in defining a cri- 
sis, i.e., should the transfer of cases to general services or 
the regular protective service unit be time or case orient- 
ed? Tlie major question was should CES remain strictly 
intake and assessment or should it follow cases at various 
stages? What ends the crisis stage? Essentially, this was 
never resolved; what actually existed was workers carry- 
ing heavy caseloads and having to plan for separate cases 
falling at different points in the protection process, e.g., 
children not placed, those placed, and those in the court 
process. 

In terms of problems in the transfer of cases be- 
tween CES and the parent agency, one could hypothe- 
size, that in view of the fact thai coordinated procedures 
had been worked out prior to the implementation of the 
project, the problem existed primarily due to agency re- 
sistance to changes in roles and functions. A recent inter- 
view with personnel from the parent agency indicated 
this was a factor, "agency per\jnnne! were not as know- 
ledgeable about the project as thc> should have been.'* A 
further interesting hypothesis would be that liicxc would 
be fewer barriers to case transferral undei present ar- 
rangements I'or CFLS than under previous operation as a 
special demonstration project. 

While the problems in oasc iraniferra! coiuributeJ 
to heavy caseloads for emergLnL/ intake workers, ihc 



I'unds were terminjled ui the end oi the project ycji in 
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workers also contributed to tlieir own dilemma, i.e., de- 
fining a crisis in broad long-range terms. I perceived, 
from observation and interviewing, two major reasons 
for cases being carried on a long-term basis as a "crisis" 
situation: ( 1 ) CES never developed a definition of crisis 
in operational terms, and (2) emergency intake workers 
operated as social caseworkers in feeling the need to see 
some cases through. Both of these kinds of situations 
would appear to be correctable through technical assis- 
tance for the former and, for the latter, on-going training 
with respect to the developed definition. 

Problems in the Inteivention Process 

The intervention process is fraught with problems 
based primarily on decisions regard;^^'^ the existence of 
abuse and/or neglect, i.e., definition, .he most appropri- 
'^k immediate action based on the determination; and 
^icfvues to be provided to the child/children involved 
and the famiiiK i. Undoubtedly, decirsi )ns in the latter 
two problem areas depend, in part, on decisions made on 
definition. However, it is in tliis area tiiat child protec- 
tion workers have few meaningful guides to their ac- 
uons. Child abuse and neglect are ill defined in state stat- 
utes. Given the hck of appropriate operational defini- 
tions, child protection workers may find themselves in- 
volved in legal suits for exercising the autf )ority to re- 
move children against parents' consent when, in fact, de- 
cisions had been made that abuse/neglect existed and re- 
moval was necessary. On the otlier hand, if the decision 
is made to let tlie child remain in the home and subse- 
quent serious injuries occur, the workers can similarly 
be indicted by society for inaction. And more to tlie 
workers* and the protective service agency's dismay is 
the fact that the courts have fewer guides in the process. 

Such problems plagued CES workers throughout the 
project. The Director, in describing the nature of the 
problem, posed the following questions; "Wliat consti- 
tutes abuse? Are there several pieces of evidence exist- 
ing, e.g., visible injuries in conjunction with family prob- 
lems; ne|:;irive 'itritudes toward the child, etc.? When can 
you say with absolute certainty that abuse rather than 
.m accident has occurred? Wvdi determines when and if 
you remove the chi!d?'' 

The . \r»Mit to whicli ChS removed children, inap- 
propriately by parents' ynd/or societal definition, cannot 
he herein docurnenled. However, it was stated by several 
intcrvic'A'ces that the problem, especially from parents' 
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perspecUve, was not a inmor one. 

This kind of problem points to the ver>' nature of 
protective services, Tiiey are involuntary ^^ith the service 
providers placed on the firing line with inappropriate 
and inadequate ammunition. A viable knowledge base in 
this area is indeed an urgent need. 

Problems in the Delivery of Services 

CES is a service oriented program with its services 
being designed to intervene and ameliorate crisis or 
emergency situations. As such, the delivery of service by 
CES personnel, by definition, should be on a show ' \:n 
basis. Owing to the basic problems previously discussed » 
scrvires were often long-ierm. Beyond the emergency 
services for which CHS was responsible, CES component 
personnel necessarily inherited responsibility for services 
to some families and children in situations where chil- 
dren were not placed, were temporarily placed, were in 
the court process, and were placed after court disposi- 
tion. 

Thus, in many cases CES was directly responsible 
for case handling for as long as ten to twelve months. 
According to CES personnel, hearings on petitions gener- 
ally take up to four weeks, if custody for piacemeni uri 
a case was awarded to DPW or some voluntary agency, 
the delivery of ser/ioes to the child and his family was 
rendered by emergency service components, with the 
major responsibility for the family remaining with the 
intake worker, Tlje duration of temporary placement, 
when specified by the conn dcree, ranged from a iTiini- 



mum of ninety days up to six months. However, the 
court most often did not specify minimum/maximum 
time under DPW custody; time was usually left to the 
discretion of DPW. it was felt by CES administrative 
personnel ti^sat time should be stipulated by the court; 
not to do so allowed workers to lose sight on activities 
in tenns of time frame designed to ameliorate the family 
situation in preparation for the return of the child. Tlie 
lack of continuous and meaningful services to families 
v;hile cliildren were in placement was cause for concern 
among CES personnel. It was indicated that all too 
often services to parents were a "crash" program initi- 
ated just prior to the child's return to his home. 

Summary Statement 

CES as a conceptual model for the delivery of emer- 
gency services to famihes and children is indeed an im- 
provement over existing models. It is the writer's hope 
that communities, in coming to grips with the emergent 
needs of children and their families, will adopt some 
model for crisis intervention. However, CES or any other 
model planners must be acutely aware of the fact that a 
model is a guide, a framework; actual operations may ap- 
proximate tlie model or deviate substantially from it. 

U IS further hoped that this report on the perceived 
operations of CES in Nashville, Davidson County, Ten- 
nessee, and the description nf the protective service de- 
livery system in Savannah, Chatham County, Georgia 
will prove beneficial to conmiunity planners who antici- 
pate implementing a CES program. 
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PROTECTIVE SERVICE VNIT ^ SAVANNAH, CHATHAM COUNTY, GEORGIA 



Unlike Nashville, Davidson County, Tennessee, 
Savannah, Chatham County, Georgia did not have an in- 
novative child protection program. Protective services to 
children have been provided through a more traditional 
system under the direct auspices and as a part of the 
State's County Department of Human Resources (DHR). 
Like the CES system, however, the Protective Service 
Unit (PSU) in Savamiah must be viewed simply as a part 
of the total community's approach to the provision of 
protective services. In the first part of this section we 
have taken a close scrutiny of fiie relationship between 
the PSU and collateral systems.* 

Relationship of PSU to CoUateraJ Systems 

PSU and Health Systems 

Tlie extent lo which health systems in Savannah 
were identifying and reporting abuse and neglect, and 
their procedures for case handling were assessed through 
interviews with health and social service personnel who 
worked within the facilities. Physiciumo. much to tiie in- 
vestigator's dismay, were not interviewed. 

The actual extent of the problem of child abuse and 
neglect was not quantifiable in that the surveyed medical 
facilities did not keep a fiie on suspected cases. However, 
to the question, ''Are you seeing physically abused chil- 
dren?", all respondents answered in the affirmative. In- 
terviewees from the private hospital qualified their re- 
sponse by indicating that such cases were occasionally 
seen. Respondents from all facilities Jiowever. indicated 
tiiat there appeared to be an increase in tlie number of 
abuse cases seen. 

or more irnportar'ijo were ihe insidits gained \u rela- 
tion to reporting. h\ nov.c oi" ihc he.,' KiciliMes w .s 
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physical abuse, of a non-serious nature, reported lo PSU. 
Yet, these same facilities also indicated that there were 
no ill-house services available to parents who were sus- 
pected of abusing their children. On th? question of seri- 
ous physical injuries, suspected to have been caused by 
abusive actions, the majority of the respondents indi- 
cated that the parent or other suspected abuser was 
''sometimes" reported, 

A matter of grave concern with respect to reporting 
was that of the internal procedures for case handling. 
There was not a routine procedure for intra and inter- 
agency reporting of suspected cases of abuse. From the 
responses given, it appears that key decision-makers and 
case observers in the hospitals were medical personnel in 
the emergency rooms and pediatric services. However, in 
the absence of hospital based programs designed to deal 
with the problem and the evident lack of efforts to in- 
crease key hospital medical personners knowledge and 
awareness of the problem, it is no wonder that the 
course of action with regard to abuse cases was referred 
lo as "lacking unifonmty and predictability.'' 

Tlie reporting of neglect cases appeared to be c:* 
Iiaphazard as that of physical abuse. All the medical fa- 
cilities indicated that neglect cases were seen; however, 
there were no criteria for defining reportable medical 
neglect and no routine procedure for reporting. Only 
one respondent suggested that a report "might be made" 
if neglectful conditions were serious in nature. As with 
abuse incidents, files weie not maintained on suspected 
neglect ca^.'.s. 

The failure of medical facilities to report was also 
estrihiinied hy PSU pcr.soimel. It was indicated tliat on 
ihc raic; occasion v,hen reports were made, the referral 
\K'AS r.uvj'. iiticn maJe to I.iw enforcement rather than so- 
cial service workers. 

'io wiiai can tfie jack ol' repenting by medical facili- 
ties, as verified n:jth by the surveyed facilities and by 
PSU j)er^unr»c!, be attrihtiicd? l/ndoubtedly, there were 
.1 injinhor (iT ritet(jrs. However, it appears that from ex- 
pressed concerns and problems, one factor was not com- 
placency oj uiiawarencs': on the part ofhcalth facilities. 
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Rather, the situation wi^ viewed as unsatisfactory from 
their perspective. Foi, indeed, each interviewee in the fa- 
cilities expressed the need for criteria for assessing abuse 
and neglect cases. A related concern involved the failure 
of the facilities' physicians to report. In two of the hos- 
pitals surveyed, it was indicated that pediatric and emer- 
gency room physicians worked out such cases with the 
child's or family's pliysician rather than through report- 
ing. Both of the above concerns suggest to me the need 
for education and training. Beyond this» a uniform pro- 
cedure for case handling, involving the total medical sys- 
tem, needs to be developed and made operative. Most 
certainly, every interviewee recognizing tliis urgent need, 
expressed the desire for standardized procedures lor in- 
ter and intra-agency case handling. 

While we did not assess the extent to which the 
mental health system served as an input source to PSU» 
we attempted to determine the nature of the relation- 
ship from the perspective o\ PSU service workers. The 
reiationsliip was described as a cooperative one. The ma- 
jor responsibility of mental liealth components, as re- 
ported by PSU personnel, vv:is thai of psychiatric evalua- 
tions and on-going treatment when the need existed. 
One worker, iiowever, expressed deep concern over the 
value of the psychiatric evaluations. From the worker's 
perspective » the evaluations were a *V;ubon copy" of the 
worker*s assessment which was required before the eval- 
uation was rendered. 

Tlie preceding discussion, as thai of the iieallh facili- 
ties in Nashville, indicates that while such facilities are a 
major source for the identification of abused and neg- 
lected children* they have fallen short in tlieit input ca- 
pacity to the community n:andated protective service 
agency. The seriousness of underreporting was especially 
noted in the survey of health facilities 1:1 Savannah 
where it was indicated by u majority that serious sus- 
pected abuse ''might be reported*' a;u! only one resptm- 
dent suggesting tliat seritius neglcctrnl conditions might 
be reported.* A gre;il dvai (if (h.e faiuiie appears to at- 
tributable to a lack ot' intra and intcraiijricy. i.e.. systcm 
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coordination. We would suggest that traiiiing and the de- 
velopment and operation of uniform procedures for case 
handling would ameliorate the situation. Beyond this, 
PSU personnel could initiate or increase efforts to edu- 
cate health facilities to tiie nature and philosophy of 
protective services, the attending laws, and the Unit's 
procedure for case handling. Indeed, what has been 
learned from this survey points to a lack of knowledge 
and coordination rather than a lack of cooperation be- 
tween PSU and health facilities.^ 

PSU and Law EiiforceK 

Interviews with police officers, as with protective 
service workers, revealed that a good cooperative rela- 
tionsiup existed between the law enforcement and pro- 
tective service systems on abuse and neglect cases where 
there appeared a need to work together, i.e., when police 
requested PSU*s aid the assistance was satisfactory, and 
vice versa. What seemed to come tlirough; however, was 
from a procedural standpoint, tliere were confusions and 
ambiguities on when and how to get cases from the law 
enforcement system to tliat of protective services. Re- 
portedly, much of what happened in case handling de- 
pended on factors such as who the sergeant on intake 
might have been, the accessibility of an officer from the 
Children and Youth Division, and the kind of knowledge 
of resources possessed by tfie intake worker. 

Tlie above concerns regarding the process of case 
handling were emphasized by officers in such statements 
as: "DHR need more people to work with us.'* "We 
need conjoint investigations." "We need better coordina- 
tion between protective services, police, and the Juvenile 
Court, we are so far apart. As a consequence, some po- 
licemen don*t know who to go to/' And, indeed, similar 
concerns were heard from PSU personnel. **Police don't 
always report to us; they don't refer when they should." 
The need exists for protective service workers and po- 
hcernen 10 work together in the same office situation, if 
po.ssible.*' "Systems* constituents are miles apart in phi- 
lo:>phy/ ' 

With respect to neglect and dependent petitions, 
there ai^peaied lo be a more iearly defmed process. For 
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the most part, DHR, rather than police officers, was pri- 
manly responsible for filing petitions. However, a child 
might have been removed from the home and temporari- 
y detained before PSU was brought into the case This 
latter point will take on more significance in our discus- 
aon of the Juvenile Court and the PSU's system opera- 
tions. Law enforcers were the main recipient of com- 
plaints after DHR's work day and on weekends. 

From the preceding discussion, it would appear that 
uie lack of cooperation was not a major causative factor 
tor the ninsystematic" handling of diild abuse and neg- 
ect cases by law enforcement and protective service sys- 
tems. Rather, there was a lack of weU developed and uni- 
torm procedures for the coordinative efforts required for 
interagency case handling. 

PSU and the Juvenile Court 

With respect to the system for the delivery of scr- 
wces to abused and neglected children, it can be stated 
that there was no real system within the reahn of the Ju- 
venile Court. The services which were rendered were 
happenstance and tailored to each situation, and reflect- 
ed the personal orientation to services of the court work- 
er. rather than a coherent plan of interaction between 
agencies. It should be emphasized that the Juvenile 
Court regarded juvenile delinquency as its proper do- 
main with its priinar>' und immediate responsibility be- 
«ig the rendering of services to the community through 
developmg treatment modalities for deliriquents and 
senong as a place of incarceration for misdemeanants 
and felons until their cases were formally adjudicated 
and disposed of. This means that the abused and neglect- 
ed children were regarded as properly the responsibility 
of ^e protective service unit of the County Department 
of Human Resources, with the Juvenile Court having the 
responsibility of making adjudication on those children 
on whom petitions were filed. 

While the philosophy existed that abused and neg- 
lected children should not be detained in the Youth De- 
velopment Center CYDC). what in fact was the case was 
tha s. uat.ons developed whereby children were tempo- 
rarily detained at the YDC who would have been more 
properly served elsewhere. Reference is made here to 
ciuldren who were found to be in a state of abuse or ne.- 
lect who were placed for temporary custody at the Juvc- 
nile Court until something more permanent could be re- 
solved 

One glaring problem seemed to be t\i.ii rtf where do- 



mains begin and end. What are the responsibilities of 
protective service and what are the responsibilities of the 
J venJe Court? The area between the accepted domain 
of each agency, that these two agencies confronted, was 
a den of confusion and could be a traumatizing experi- 

f^r. ^ °f Po^' ^ war- 

ranted. The protective service office, through which ser- 

dosed at 5.00 pan. A police officer who finds a child 
who has been abused or is in a state of neglect may have 
no alternative but to "place" the child in the detention 
center overnight or, if the incident occurs on the week- 
end, untJ the next work day when protective services 
can get into the case. The intervention of the protective 
service unit may or may not result in services immediate- 
ly, suice such factors as availability of children's homes 
or emergency foster homes have to be considered. 

Juvenile court workers were hindered in their capac- 
ity to serv. abused and neglected children by not being 
able to mrke investigations in the field. These workers 
expressed a need for more involvement with DHR in 
abuse and neglect cases. Workers were not clear on what 
protec ive service workers did and vice versa. There was 
not a clear communication of goals, purposes, and proce- 
dures. There was a notable absence of interfacing be- 
tween DHR and the Juvenile Court on a routr'asil 
However, there was good cooperation between the sys- 
tems when there existed a case of mutual interest e g 
custody case. ' 

PSU - Systems Operations 

In Savannah, Chatham County. Georgia, protective 
services were provided through the PSU which was de- 
signed specificaUy for the purpose of handling abuse and 
neglect cases. Like CES in Nashville, intake in Savan- 
nah s PSU was set up as a separate unit within the parent 
system Unli.ke CES, PSU did not have at its immediate 
disposal other social work resources which could be 
brought to bear upon situations without bureaucratic 
red tape.' 

Tlie Intake Process 



The Protective Service Unit of DHR provided for 



m- 



In the I^all of 1974. this sy.lcn, „-.s extended in its func^ 
Mon.s to handle any cris.s family situation in which children are 
harmed or .t risk of harm. As such, child abu.se and neglect con- 
stitute only a part of its present focus. 
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take during the work day (8:00 ajn. through 5:00 pjn.) 
five days a week. As previously indicated, complaints 
were handled by law enforcers after DHR's work day 
and on weekends. 

During Work Hours. - To a large degree, the intake 
process served as the point of entrance into the system. 
It was at the point of intake that major decisions regard- 
ing initial case handling were made. The PSU intake 
worker had the major responsibility for determining the 
channel cases took, i.e., outside referral, other unit with- 
in the agency, or PSU investigation and intervention. 
The intake worker catalogued facts presented, weighed 
the facts, and made decisions based on the evaluation of 
the facts. 

After Work Hours. - There were no provisions in- 
ternal to the PSU of DHR to handle complaints after 
work day hours and on weekends. While law enforce- 
ment personnel received complaints and otherwise be- 
came involved in child abuse and neglect cases during 
DHR's work hours, they were the s'cle reci;pient of re- 
ports at other times. 

Intake after DHR*s work hours undoubtedly some- 
times resulted in actions which could have "unneces- 
sary" negative effects for children involved and their 
parents. Line officers in law enforcement most often in- 
dicated they would pick child up, remove, or make ar- 
rangements for removal in situations involving non-seri- 
ous consequences for children. Further, in cases involv- 
ing serious physical injuries which were not resultant of 
disciplinary measures, officers indicated they would try 
to get evidence against parents for criminal procedures. 
Unlike line officers, the cliief administrator suggested 
that DHR would be called to handle cases except after 
their work day hours, on weekends, and in situations 
having serious consequences to children. In any case, 
when removal was handled by law enforcement person- 
nel, DHR was generally notified the following work day. 

Screening and Investigative Processes 

Protective service workers assigned top priority to 
abuse cases for investigation. It was indicated in inter- 
views that while procedural manuals exist for casework- 
ers, they mainly rely on **in-unit** knowledge. For the 
most part, workers were said to operate on the basis of 
personal criteria for determining what cases were to be 
in vestigated or if an investigation was to be initiated. 



Workers in the PSU indicated that by and large all 
complaints of abuse were investigated; all neglect calls 
were not foUowed-up. On the other hand, law enforce- 
ment personnel indicated that while complaints of abuse 
took top priority for investigation, all neglect complaints 
were also investigated. 

The expediency witJi which complaints were rejjort- 
edly investigated depended, in part, upon the perceived 
emergent nature and subsequent case assignment. Cases 
defined as serious at intake were assessed as quickly as 
possible in the field by a PSU worker(s). Investigation by 
the PSU was only conducted if the complaint was of a 
new case and/or if the situation was defined as serious or 
an emergency. 

While the initiation of investigations in Savannah 
was less prompt than in Nashville, time between the re- 
ported incident and investigation appeared to be influ- 
enced both by seriousness of injuries and by knowledge 
of the case, i.e.. Deck 1 (serial abuse) and Deck 2 (iso- 
lated incident). Investigation was initiated in less than 
twenty-four hours in 69.4 percent and in 64.7 percent of 
Deck 1 (N=49) and Deck 2 cases (N= 173), respectively. 
It appears that seriousness was the major determining 
factor for expediency in both decks of cases. Investiga- 
tion occurred in less than twenty-four hours in 73.3 per- 
cent and 75.0 percent of serious Deck 1 and Deck 2 
cases, respectively, and in 67.6 percent and 61.2 percent 
of non-serious Deck 1 and Deck 2 cases, respectively. 
The investigation was initiated after one week in approx- 
imately one-seventh of the cases in both decks. 

If complaints received at intake were on active 
cases, previously referred, or not of an emergency na- 
ture, they were referred outside the PSU for the investi- 
gatory processes. The majority of active cases were refer- 
red to the worker assigned to the case. Other cases were 
assigned to the General Service Unit or some other ap- 
propriate unit of DHR. In such instances, active case- 
workers other than a worker from the PSU assumed the 
responsibility for investigation. 

Case Assignment and Handling 

Clearly, the PSU was designed as an emergency in- 
tervention unit. This point is made in reference to func- 
tion and case handling rather than to the Unit's ability 
to respond immediately to complaints. For we have 
noted earlier that in approximately one-fourth of all seri- 
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ous cases, the investigation was initiated after the first 
day. 

Beyond intake and handling the identified emergen- 
cy or resolving the immediate crisis, PSU workers were 
not responsible for case handling. Cases were then trans- 
ferred to some other unit of DHR. In addition to this 
initial case responsibility, PSU workers consulted with 
and advised workers assigned to cases in which court ac- 
tion was involved. 

As previously indicated, some cases which were re- 
ceived at intake were investigated by workers in other 
units of the agency. These categories of cases, unless fur- 
ther assessment revealed a need for "crisis" handling, 
were assigned to units other than the PSU. Regular case- 
workers, assigned to active clients on whom reports were 
received, were responsible for investigating the com- 
plaint and for on-going case handling. Thus, these work- 
ers' tasks became that of protection (involuntary ser- 
vices) as well as general social and economical services to 
the family (voluntary). 

Record Keeping 

The PSU maintained a log which served as a file of 
"protective service'* cases. When complaints were re- 
ceived at intake, the worker consulted the log as part of 
the determination for case assignment. Cases which were 
not designated as the proper domain of the PSU were 
not recorded on the log. This is to say that the log main- 
tained by the PSU did not reflect the "true" incidence 
of child abuse/neglect. Further, given that non-serious 
prior reported and active client cases were deflected out 
of the Unit, a picture of serial abuse could not be obtain- 
ed from this source. 

Famfly folders were maintained by the worker re- 
sponsible for case handling. These folders contained nar- 
rative accounts of case movement and relevant case 
forms. If the case involved children having been reported 
to the PSU for protective services, generally only one 
child abuse form would be included m the folder even if 
a study of the folder indicated that several complaints 
had been investigated. In other words, subsequent re- 
ports and/or complaints and actions taken were lodged 
within the mire of the workers* narrative of the case pro- 
cess. Additionally, many active cases carried by general 
service workers, which had not been reported to the PSU 
intake, were, in fact, "protective service'* cases. 



We cannot over-emphasize the felt need of service 
providers to become more accountable to their clients 
and to the public, to demonstrate service effectiveness, 
and to make better and more appropriate internal deci- 
sions. These needs are affected not only by what is done 
but by adequate and accurate documentation of what is 
done and by the ease with which the documented infor- 
mation can be retrieved for utilization. 

On the matter of documentation, we can posit two 
major criticism:, of the PSU record keeping system. First, 
the PSU log should be utilized as a tool by which a more 
accurate picture of child abuse/neglect can be obtained. 
We are not, herein, suggesting that the PSU handles all 
cases received at intake; rather, that all such cases be 
documented at this point or at the point of case transfer- 
ence. Beyond more inclusive documentation at PSU in- 
take, perhaps some procedure could be designed where- 
by complaints, which are not received at intake and are 
handled by caseworkers, can be referred to the PSU for 
documentation. Such a procedure would give a more ac- 
curate account of the reported incidence of child abuse 
and neglect as well as the degree to which protective ser- 
vices are being rendered by other units, e.g., general ser- 
vices. Secondly, as with record keeping in the Nashville, 
Davidson County, Tennessee CES system, the PSU log 
contained "cold" facts on the case and the ''hot" facts 
were embedded within the caseworkers' family folders. 

Some Observed Problems 

The major problems observed in the operations of 
the Savannah, Chatham County, Georgia Protective Ser- 
vice Unit were necessarily of a different nature than the 
major problems observed in the CES system. 

Unlike CES, which was initially a federally funded 
demonstration project and reportedly never completely 
accepted as an integral part of the parent agency, PSU 
was an important part of DHR, as an intake and emer- 
gency intervention mechanism for the delivery of protec- 
tive services. As such, PSU did not experience major 
problems in case transference and unrealistic caseloads.^ 



We axe not suggesting that the fact of being a federally 
funded project was the only and/or the mjyor reason for tlie 
problem CES experienced in case transference. We would sug- 
gest that program sanction from top administrative personnel 
would have ameliorated the situation considerably. 
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While PSU lacked the components with wliich CES 
was endowed to intervene in crisis ^^^^ations, this very 
lack, particularly emergency foster care, ^an be viewed, 
in part at least, as a reason PSU experienced no unusual 
major problems in the intervention Process. Certainly, 
problems of definition plagued PS^ Workers as CES 
workers and, undoubtedly, PSU v^orkers fgit the sting 
for inappropriate case actions, e.g-» "^t removing chil- 
dren who were subsequently seriously hamied or remov- 
ing children over parent's objectiC'n and perhaps later 
supported by court ruling of ab^^ Unsubstantiated. 
However, not having the emergency Foster care compo- 
nents at its immediate disposal to bring to bear upon cri- 
sis situations, the PSU was probably inclined toward 
emergency removal and thus enco^^ntered fewer prob- 
lems from enraged parents. 

The major problems in the PS^ ^^perations, as we 
observed them, were related to the ^"^^Wery of services. 
Problems of this nature are discussed belo^v. 

Lack of 24'hour, 7 day \s;cek if^^^ke. ^ In order 
that a system can provide the services it designed to 
provide, there must be a mecbanism for getting con- 
sumers into the system. The PSU in^^^^ is DHR's mech- 
anism for getting children Lnto the protective service de- 
livery system. In order that a system can provide services 
when they are needed, intake must available at all 
times, especially during periods ide^tiUed as periods of 
the greatest need. In protective service ^ xhtzt periods 
have been identified as late evening» early morning, and 
on weekends. It was in this latter service provision need 
that the PSU was found to be wanting- Intake at DHR*s 
Protective Ser\ice Unit was provided Only during the 
agency's o^Vxcq hours, i.e., 8:00 3 Jn. ' ^-OO p jn. Monday 
through Friday. 

Intake workers at the police department received 
calls and acted on complaints after P^H's office hours. 
And, in no way, was tiiere a planned, coordinated proce- 
dure for interagency case handling. shall return to 
this point later in this chapter. 

In many such cases, the orderly ^^quence of ser- 
vices, wliich the PSU was normally ^ble to provide, was 
not possible. For example, case assessment by the PSU 
might well occur after parents were J^^^^d and children 
were ur necessarily and inappropriat<^L^' removed from 
the home. Indeed, we reciill that lin^ ^^Hcers expressed 
a punitive stance toward handling parents ^ protec- 



tive approach involving the removal of children from the 
home for most situauons they might have encountered. 

Beyond the harm which could have been bestowed 
upon the situation, i.e., inappropriate and/or lack of ser- 
vices to children and parents, intake by law enforcement 
personnel hindered identification of and subsequent ser- 
vices to children in need by PSU workers. It was indi- 
cated earlier and supported by law enforcement person- 
nel and PSU workers that police officers failed to report 
cases to the PSU. Further, workers in both systems ac- 
knowledge the absence of uniform interagency proce- 
dures for case referral and handling. 

Lack of coordination between systems. - Lack of 
coordination between collateral systems for CES and 
PSU will be treated in more d;*Jail in a following chapter. 
At this point, a discussion only of the major system hav- 
ing direct impact on the operations of the PSU will be 
considered, i.e., law enforcemen?. 

It is a fact that 24-hour intake is not proNlded 
through DHR's Protective Senlce Unit. Consequently, 
certain problems have been experienced hi the delivery 
of services by the PSU. But, in tiiinking more closely on 
the problem and from a community perspective, one 
might consider that it is not 24-hour co/erage which is 
lacking and thus problematic in tfie communitj^'s system 
for the protection of children; rather, a lack of coordina- 
tion of the major systems witii .aspect to coverage from 
intake through resolution. For indeed, law enforcement 
takes over where the PSU leaves off. That Mmnly has 
not existed procedures for tying the ends f ogether. 

Any problem which could be discussed as a conse- 
quence of the lack of 24-hour intake could probably ap- 
ply as a problem related 10 lack of coordination between 
law enforcement and the PSU. Tj-vS. rather than repeat- 
ing problems or developing them more fully, I would 
like simply to suggest that a remedy to this coordination 
issue would go a long ways in resolvuig after office hours 
intake problems. Optimistically, this might not be too 
difficult to accomplish; workers from both systems ex- 
pressed needs for uniformity in procedures, conjoint in- 
vestigatory efforts, and a closer clearly defined relation- 
ship. 

Lack of available services. - One of the major dif- 
ferences between CES and PSU existed in the availability 
of .services which could be brought to bear in crisis situ- 
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ations. Protective Sendee Unit workers were limited in 
the alternatives they could call upon without bureaucrat- 
ic red tape. For example, in situations which could be 
considered dangerous to children but which would be re- 
solved without removal if an outside force could be 
placed in the home to aid in the stabilizing process, PSU 
workers only had the option of removing or allowing the 
children to remain in the situation. And, of course, they 
could hope and/or pray. There were DHR homemakers, 
however, but they were not available to PSU workers on 
a "moment's notice." Requests had to be made; eligibil- 
ity had to be shown; and so on, more red tape. In fact, 
homemakers were not available to protective workers at 
all unless clients were AFDC recipients. 

As another example, emergency foster homes were a 



part of DHR's resources. But again, these resources were 
not intricately tied to the PSU such that immediate 
availability could be assured. Further, there was a virtual 
absence of homes for children with specialized needs. 

Summaiy Statement 

The Protective Service Unit of the Savannah, Oiat- 
ham County Department of Human Resources, appeared 
to have been hampered more in its conversions (opera- 
tions) processes by operations of external systems than 
by a lack of internal coordination and cooperation. 
Seemingly, if careful thought and planning could be giv- 
en to the tying of existing DHR resources to the Unit, 
the PSU could easily become a functioning comprehen- 
sive emergency service system. 
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Giapter 6 

COMPARATIVE SUMMARY OF SERVICE FLOW 



We have dsecribed the operations of two service de- 
livery systems for the protection of abused and neglect- 
ed children, one being in Nashville, Davidson County, 
Tennessee and the other in Savannah, Chatham County, 
Georgia, and the relationship of the systems to commu- 
nity coUateral systems. Both systems had particular 
strengths, but neither had all of the strengths that might 
be desirable in a community system of services for the 
protection of abused and neglected children. If the goal 
in a community, through various service systems, is the 
provision of protection to all abused and neg)ec;ed chil- 
dren, then neither community network was successful in 
accomplishing this goal. In both communities, however, 
the pubhc agency having the major responsibility for the 
delivery of protective services realized relative success in 
handling incidents coming to their attention, i.e., investi- 
gating complaints with some immediacy and the offering 
of services.* 

Having made the above general observation, the re- 
mainder of this chapter will focus on: 

1. similarities and differences between the two 
systems in terms of system structure, 

2. a comparative evaluation of the systems' func- 
tions, 

3 . a summary of major insights, and 

4. a presentation of recommendations. 

System Structure 



Although both systems were, in fact, a subsystem of 
larger systems, namely the local public welfare agency 
directly, and both the state public welfare and political 
systems at a more removed level, CES in Nashville - bar- 
ring the constraints posed by CCD and the State systems 
- operated to a large extent as a separable and self con- 
tained system apart from the parent agency. This charac- 
teristic was not one of initial design or intention. 

The system was conceived as an emergency unit - 
crisis intervention - designed to render short-term "sta- 
bilizing" services after which most cases could be safely 
transferred to regular protective services or some other 
unit of the County Department of Public Welfare, Not- 
ing, the CES diagram in Figure 1 , the emergency service 
unit (CES) should have terminated its case involvement 
at points C, D, or E. In reality, this did not occur. In 
cases in which children entered the court system via D or 
E, CES personnel remained responsible for case han- 
dling. Intake workers were responsible for children and 
their families when temporary foster care was the order 
of the court and for families when children were placed 
in group homes or treatment institutions. Thus, CES as a 
crisis intervention unit, was involved in some cases up to 
and conceivably longer than twelve (12) months. 

Like any project, CES went through several modifi- 
cations in staff positions, but the structure basically re- 
mained the same throughout its existence as a federally 
funded demonstration project. Toward the end of the 
project's funding as a federally funded program, CES 
was comprised of the following staff: 

— Five Emergency Service Intake Workers 



While we have discussed the systems' operations, 
i.e., organizational behaviors, it is at this point that a de- 
tailed discussion of the systems' design and structure ap- 
pears most strategic. 



This notation on success is made in reference to the opera- 
tions through which services were provided. We are not herein re- 
ferring to the specifics of services offered nor to the impact 
thereof. These issues will be addressed in a forthcoming mono- 
graph. The immediacy of response to complaints and program 
service capability were a more positive factor in Nashville than in 
Savannah. 



— One Supervisor of the Emergency Service Unit 
(at times this supervisory function was the re- 
sponsibility of the Project Director) 

— Ten Emergency Homemakers (at an earlier 
stage of the project, there were four) 

— One Supervisor of Emergency Homemakers 

— Two Welfare Workers II (responsible for re- 
cruitment and supervision of emergency 
homes in the foster homes component of the 
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KU SYS1W (CtetkiMd) 




program •• previously theie were three such 
workers). 

At the time of the study period, there were six commu- 
nity based emergency foster homes. At one period in tlie 
project there were eight such homes. 

The structure and staff of CES was tied to the par- 
ent agency basically throutji the interrelations of super- 
visors. While case transfer ral, i.e., from the emergency 
unit (CES) to regular units in the parent agency was not 
without its problems, transierrals in general involved 
consultation between the two units' supervise' : 

Unlike CES in Nashville, the PSU in Savannah was 
strueturally and operationally an integral part of the par- 
ent system. PSU was designed as a separate unit to pro- 
vide crisis intervention in situations so defined by the 
protective service intake worker. Noting Figure 2, the 
PSU normally terminated it.s actual case involvement at 
points A, B, or C. Beyond point C, PSU was available to 
workers for consultation and technical advice. 

At the time of the study the Protective Service Unit 
was comprised of six workers, one being a supervisor of 
protective services. The point at whicli intake workers 
terminated their involvement in cases signaled the begin- 
ning or continuing involvomeni of another unit within 
the agency* The smooth operations between the PSU 
and other agency units was undouhtv-^dlA <?- ^ Mf the ma- 
jor reasons PSU workers were not respmn.! ' /ur an :jc- 
tive on-going caseload. 

Like any other projeci^CES :ts a model for the coor- 
diration of services to abused, neglected* and children 
otherwise in need of services, possessed several strengths 
and weaknesses. Its major stren^th^ w^crc in its structure, 
Lt\^ service components intricately Ued to :he emergen- 
cy unit Tilts characteristic allowed far immcdiaie re- 
sponse to si tua turns and the (*f[ferin^^ of amehorative ser- 
vices without the disadvantages of bureaucratic red tape. 
This strength of CVS was a vveakruv^.^ in the Savannah 
PSU. One of (lie najor weaknesses l LS als(» emanated 
from its ven.' **c>pe rating** sriucturv. The pro 'J act rlow 
between CES as the emergency unit and other unus in 
the County Department of Vnbhc 'Aelfare wjs iiapiia/- 
ard, timc<onsuming. and wjs marked by ill *do fined in- 
icr-unii authorities, expectations, and pri>cediire^, Co:!- 
verscly, the product tlov. bet^ ^ n KSi: and other jc/acy 
unit^i was a major strength in the S3vann:}h syshMn. 



Comparative Evaluation of the Systems' Functions 

1. Coordinating and cooperating with the environ- 
ment 

^ Compliance as Criterion. Incidence Coverage 

Tiie extent to which the mandated protective ser- 
ncc system can accomplish comprehensive coverage of 
the population in need, i.e., abused and neglected chil- 
dren and llieir families, is determined, in part, by the ex- 
tent to which identified incidents are reported to the 
system. Collateral systems, especially health/medical fa- 
cilities, law enforcement agencies, and the juvenile court 
are a major potential input source. However, the extent 
to which these systems actually report identified cases to 
the protective service system depends, in large measure, 
on the level of interagency coordination and cooperation 
initiated and/or maintained by the protective service sys- 
tem. Tlius, the extent of incidence coverage is viewed as 
a measure of the extent to which the protective service 
system fulfills the function of obtaining and maintaining 
coordinated and cooperative relationships with the en- 
vironment. 

In one sense the evolution of the CES project pro- 
vides an excellent example of community planning for 
meeting an identified problent "head-on/' In 1968-69 
the local government, recognizing the increasing number 
of children entering the Juvenile Court on neglect/de- 
pendent petitions and the attendimg problem of the ris- 
ing need for additional shelter care» initiated community 
action toward the end of a better understanding of the 
problem and working on alternative solutions to the 
problem. The CIiS Coo;dinating Committee, which was 
brouglit together liiiiially by members of the Mayor's 
Office, included representatives from the major medical, 
edncationa!, hw 'enforcement and social service systems. 
Wliiie the foordmating Committee was charged with the 
task of working on alternative solutions to the problem, 
the l<Kal DPW was responsible for designir,;; the CES sys- 
tem and developing a proposal for Federal funding. The 
project was t^undcd for a period of three years* beginning 
July. I97i.and ending june» 1974, 

At Uic time o\ the study there were no identified 
coru;erted c<>.:;muriity efforts toward the coordination 
of pr(^)Jcctive scr\'iees :i\ Savannali. 

(liven tlie different l':'.els of comr'.vjnit / involve- 
iiicnt. tliL* qijcstJ«)n tiicn becomes one ol* !iaw the two 
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protccUvc service systems differed in the fulfillment of 
the function of obtaining and maintaining coordinated 
and cooperative relationships with the environment. 

Health/Medical Systems 

It was determined that in both communities, health/ 
medical facilities were a major source for the detection 
of abused and neglecUd children. Eight of ten hospitals 
in Nashville and all four hospitals in Savannah indicated 
an increase in abuse and neglect cases. Two private hos- 
pitals in Nashville indicated that such an increase had 
not occurred. 

While it was generally reported that child abuse and 
neglect were increasingly a problem facing health/medi- 
cal facilities, hospitals and other such systems were re- 
sponsible for limited input into the mandated protective 
service system in both sites studied. This point was cor- 
roborated by protective service workers in both sii^s. 

It appears from the findings that neither system was 
a success in obtaining and maintaining a coordinated and 
cooperative relationship with health/medical systems. 

From the perspective of protective service workers 
in both sites, the failure of hospitals to report was indi- 
cative of a lack of cooperation with the recognized pro- 
tective service system in its goal of child protection. In- 
formation gathered from medical facilities; however, sug- 
gests that the lack of knowledge and coordination, rath- 
er than a lack of cooperation, was a more contributing 
factor to the general failure to report identified cases of 
abuse and neglect. 

In Nashville, seven of the ten hospitals indicated a 
need for standardized procedures for handling abuse and 
neglect cases. This was a concern of all the interviewees 
in Savannah. Beyond this, health/medical facilities in 
both sites needed more information on the "protective 
service** system's philosophy and the defined procedures 
for case handling, e.g., who should be called. 

In addition to improved interagency coordination, 
health/medical facilities lacked coordination in their 
own internal operations. It was noted in both sites that 
intra-system handling of child abuse and neglect cases in 
the medical facilities was hampered by a lack of know- 
ledge or education, a lack of coordinated efforts among 
key personnel, and a lack of training for case handling. 



It appears from the findings that neither system was 
a success in obtaining and maintaining a coordinated and 
cooperative relationship with health/medical systems. 

Law Enforcement 

Law enforcement officers are in a strategic position 
to detect and cliannel abused and neglected children into 
the formal protective service system. In Savannah and to 
a lessee degree in Nashville, it was determined that offi- 
cers took the hard Une (removal of children-punishment 
of parent) approach rather than the "therapeutic" ap- 
proach via the public protective service system. Several 
possible factors were revealed in the present study, e.g., 
criminal s^Tnctions in the law which may prevent officers 
from assuming a helping attitude toward those who 
abuse and/or neglect children, lack of educaUon and 
training for law enforcement personnel, and lack of intra 
and intcr-system coordination. 

Because police department personnel were included 
in the planning prior to the implementation of CES in 
Nashville, one could surmise that a lack of cooperation 
rather than a lack of coordination contributed to initial 
interagency case handling problems. 

But to what could the lack of cooperation be attri- 
buted in view of the apparent community interest in the 
problems of child abuse and neglect by launching the 
new demonstration project? One could suggest that the 
prescription in the law, i.e., child abuse is a misdemeanor 
carrying a fine of not more than one thousand dollars or 
imprisonment of not more than eleven months and 
twenty-nine days or both, would dictate that police offi- 
cers assume a punitive rather than a rehabilitative ap- 
proach. 

Similarly in Savannah, interagency case handling 
problems existed with line officers taking a punitive ap- 
proach. In this instance, a lack of intra and inter-system 
coordination rather than a lack of cooperation were ap- 
parent factors. Both law enforcement personnel and pro- 
tective service workers indicated that a cooperative rela- 
tionship existed when there was a need for interagency 
cooperation. However, from a procedural standpoint, 
there were confusions and ambiguities on when and how 
to get cases from the law enforcement system to that of 
protective services. Further, while officers indicated ac- 
tions, e.g., pick up child, remove, etc., revealing punitive 
attitudes, the reality of the situation prevented a more 
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desirable approach even if attitudes were differeiu. 

In Savannali, law enforcers received complaints of 
child abuse and neglect after DHR*s work day and on 
weekends. Tliis situation which was not coordinated 
with PSU's efforts and activities, coupled with a virtual 
lack of emergency resources, necessitated the character- 
istic actions of line officers. 

A further factor revealed in our interviewing in Sa- 
vannali provided additional insiglit into the law enforce- 
ment-protective service relationship. Unlike the line of- 
ficers, whose most common expressed reaction to most 
situations involving abuse and neglect was punitive in na- 
ture, the chief administrator indicated that all cases 
would be referred to DI IR for handling except those re- 
ported after DHR*s work hours and those having serious 
consequences for children. This suggests that the top ad- 
ministrator in the police department expressed a pliilo- 
sophical stance not too far removed from that of P^U. 

On the other hand, the administrator and direct line 
officers were miles apart. One possible reason for this is 
the usual tendency for interagency communication, if it 
exists at all, to occur at the supervisory level. As one of- 
ficer pointed out, "We don't really communicate police- 
man to caseworker; what communication there is, is al- 
ways between their supervisors and uur supervisors." 

While evidence pointed to the lack of interagency 
coordination in Savannah, e.g., the lack of defined pro- 
cedures* the failures in the fiow of information from the 
supervisory level down through the ranks, this kind of 
situation could have contributed to the initial problems 
in the CES-law enforcement relationship in Nashville as 
well. This is to say that trepf jscntarion of law enforce- 
ment personnel in the preplannMig stages for CES did oc- 
cur but perhaps was not suiTicicnt to elicit the kind of 
actions desired of police officers by CES personnel. The 
actions of law enforceis which initially - and currently 
to a lesser degree - caufCwi problems for CES in ca'^e 
handling did n»>t suggest to nie, at least, that the goals of 
tlie CES program^ the underlying philosophy of protec- 
tive services, and aiiv knowledge and/or training techni- 
ques gathered by lavv onforcciiicnt personnel in the plan- 
ning sessions were communicated down to those officers 
who were directly responsive* to abuse and neglect situa- 
tions. 



Juvenile Court 

Historically, the dual purpose of the juvenile court 
has been that of adjudication and making dispositions on 
child oriented cases which enter its arena and to exericsc 
its powers to provide, througli community systems, for 
the care, custody, and discipline of children should they 
become wards of the state. As such, tlie juvenile court 
has been a "distribution center" for neglected and de- 
pendent children rather than a **service" component of 
the protective service system. Following dispositional de- 
cisions of the court, actual services to children have tra- 
ditionally been rendered by public and private social 
welfare agencies. 

In lieu of innovative approaches to child protection, 
the juvenile court yet remains a major source for input 
into the community formal protective service agency. 
One problem in the process may be viewed as a function 
of the point at which input into the protective service 
system takes place. 

Barring any just and/or unjust charges against the 
social service delivery systems, it is generally assumed 
that the sooner the protective service agency becomes in- 
volved in cases at the point of intake and/or prior to ma- 
jor decisions, e.g., petition, removal, etc., the less likely 
children will be unnecessarily exposed to the **iils*' asso- 
ciated with couM proceedings. 

In Nashville Juvenile court input into the CES sys- 
tem occurred at the point of intake. Non-serious cases 
were referred to CES for case investigation and handling. 
In each case defined as an emergency, the protective ser- 
vice worker from the Juvenile Court and a CES worker 
made a joint field investigation. The field assessment re- 
portedly resulted in joint decisions regarding tlie emer- 
gency needs of children and tlieir families. 

In Savannah, the juvenile court input into the PSU 
was haphazard and ill defined. While PSU was viewed as 
the proper agency for serving neglected and abused chil- 
dren, there- were no mechanisms operating which provid- 
ed for innnediate input into PSU. This was especially 
true m situations occurring after OMR's work day hours 
and on weekends. Furrlier Juvenile court workers were 
not able to make investigations in the field. The expres- 
sion of tliese workers for more involvem.enl with DHR in 
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abuse and neglect cases, in conjunction with die appar- 
ent success in the modified role of juvenile court work- 
ers in tlie CES system, appear to stand as strong support 
for a clos^^rlook at possibilities for future relationships 
between PSU and the Juvenile Court in Savannah. 

2. Intake 

0 Expediency as a criterion 

The intake function is but one of tlie several activi- 
ties in the response process on which die determination 
of expediency has been based. However, the extent to 
which the intake process is expedient is to that degree a 
determinant of the expediency of die total response pro- 
cess. 

When intake into a service delivery system is re- 
stricted to work day hours, one can assume that re- 
sponse by the system would be less expedient than when 
intake is available on a twenty-four hour basis. 

In Nashville's CES system, intake was available on a 
twenty-four hour basis. During work hours, complaints 
were received by the emergency intake workers. After 
work hours in the CES system, complaints were received 
through the DPW emergency intake answering service 
which, upon preliminary screening, referred cases need- 
ing immediate assessment to the emergency intake work- 
er "on caU/' 

By contrast, intake into the in Savannah was 
limited to the work day (8:00 a.m. througli 5:00 p.m.) 
five days a week. Complaints were handled by law en- 
forcers after work day hours and on weekends. The ef- 
forts of the two "intake channels" w'cre not co(:)rdi- 
nated. Needless to say, cases handled after PSU's work 
day hours and on weekends would either not be channel- 
ed to PSU intake or would take a longi^r period of time 
between complaint and PSU irmilvemcnt than if intake 
were provided on a twenty-four hour basis through PSU, 

^ Efficiency as a criterion 

Efficiency in the intake prcKCss has implications ror 
subsequent case liandJing. It was detcrmiiicd in NuJivill^ 
and in Savannah that where intake activities of the se\.-cr- 
al systems were not coordinated, the total response pro- 
cess was hampered. Succinctly, inappropriate handling 
of cases by other systems poses nion; problems for the 



delivery of ser\'ices by die protective service system, i.e., 
impedes Die orderly sequencing of services, making their 
delivery difficult or impossible. 

In the CES system, the intake function was a coor- 
dinated and cooperative venture with Juvenile Court in- 
take. Bach case defined as serious or an emergency at 
CES intake was reported to the Juvenile Court intake. 
Reportedly, all calls received at Juvenile Court intake 
were reported to CES. Each case defined as an emergen- 
cy was assessed immediately by the CES worker and the 
protective service worker from the Juvenile Court. 

The relationship between CES and police officers re- 
portedly unproved significanUy over the life of the pro- 
ject. According to CES penonnel, with the passage of 
time, all except extreme cases received by police officers 
were reported to CES or die Juvenile Court before po- 
lice action was taken. 

In Savannah, diere was virtually no coordination be- 
tween die intake channel in die several systems. Accord- 
ingly, case handling procedures by other **intake" sys- 
tems often made die delivery of services by PSU prob- 
lematic. 

0 Compliance as a criterion: incidence coverage 

Limited and/or delayed input from "intake" sys- 
tems is a major concern of protective service systems 
from the standpoint of their faiJure to provide more 
comprehensive coverage of the population at risk or to 
provide services in an orderly sequence. 

In Nashville, input into thre CES system via Juvenile 
Court intake, reportedly, represented comprehensive 
coverage. l:arly in the life of the project a sizeable per- 
centage of complaints, received at the police department 
intake or otherwise handled by law enforcers, were not 
reported to CES prior to police actions. CES personnel 
indicated, however, that the process had become more 
uniform and provided a move toward comprehensive 
coverage by CES of cliildren coming to the attention of 
iaw enforcement personnel. 

In Savannali, mpui into the protective service sys- 
Urv via the Juvenile Court and the police department 
vvas both hmited and delayed. Tliis situation was aptly 
•jxprcsaM by a PSL; worker who remarked that "Police 
don'i always rcpnn to us; tliey don't refer when they 
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should." 

0 Operational definition of abuse as a critc ion 

One detenninant of the action . to i Jcen at <he 
point of intake; namely, referral, no action, ai;.d imme- 
diate versus delayed response, wc'vjld appear tc be that 
of definition. The extent to which ."onditions ^''nd/or sit- 
uations appropriate to the service of ?yricin are both 
defined and prioritized partially determines the response 
set of the intake function. Clear definitions should en- 
hance the intake process. 

Wliile the activities in the intake process necessarily 
involved a degree of subjective judgment on the part of 
CES emergency intake workers, the intake function was 
guided by written policy defining relevant conditions 
and setting priorities for response actions. By contrast, 
workers in the PSU in Savannah reportedly operated pri- 
marily on the basis of personal criteria. It became appar- 
ent from the interviews that the procedural manual for 
caseworkers was loo general and of little value by way of 
defmition. 

3. Screening 

0 Operational definition uf abuse as ;\ criterion 

As screening :;> a legitimate activity of the intake 
process, any advantages of an operational defmition and 
policy regarding priorities of services to the intake pro- 
cess can also be viewed as advantages in screening. 

Througl\ screening in the Nashville CES system a de- 
termination was made on: (I) the appropriateness of 
complaints as defined by policy, (2) the actions as deter- 
mined by intra and interagency procedures, and (3) the 
expediency of response accurdiui^ to specified priority. 

By contrast, scicening in the PSU system resulted in 
a determination of ihe above without the advantage of 
clear definitions and set priorities. In addition to the 
above, assignments for investigatory purposes and case 
assignments resulted from the screening activities. Wc 
shall explicate this point in the discussion:; of investigii- 
tron and case assignment. 

4. Investigation 

H Expediency as a criterion 

A partial analysis of Lovd 11 data clcjtiy intlic'cs 
that CFS responded to coniplainis more 'promptly than 



did PSU. /\nalyzing two decks of case data - Deck 1 be- 
ing serial abuse cases (N=86), and Deck 2 being isolated 
incident cases (N=103) - we found that CES generally 
investigated Deck 1 cases more quickly than Deck 2 
cases. Investigation was initiated in less than twenty-four 
hours from the receipt of the complaint in 80.2 percent 
of Deck 1 cases and in 78.6 percent of Deck 2 cases. 
This compares to 69.4 percent of Deck 1 (N=49) and 
64.7 percent of Deck 2 (N=173) investigated by PSU in 
Savannah in less than twenty-four hours. 

Noting CKJck 1 cases only, CES investigated 86.3 
percent of the serious cases and 77.2 percent of the non- 
serious cases in less than twenty-four hours. By compari- 
son, PSU investigated 73.3 percent of the serious and 
67.6 percent of the non-serious within that time period. 

^ Compliance as a criterion: investigatory coverage 

Reportedly, CES investigated all complaints which 
could not be referred to other community resources or 
otherwise defected from CES. On the other hand, PSV 
indicated ll:at most abuse complaints were investigated; 
while a relatively large percent of neglect complaints was 
not. 

0 Efficiency as a criterion 

CES was responsible for investigating all complaints 
which could not be deflected from CES. Investigative 
work on non-serious/non-t?mergency situations was con- 
ducted by the emergency intake worker. Each case de- 
fined as serious or an emergency by CES or the Juvenile 
Court intake was assessed in the field by a CES emergen- 
cy intake worker and a protective service worker from 
the Juvenile Court. Conditions of neglect, not falling 
within the types of conditions defined as relevant to 
CES services, were routed to tlie regular DPW protective 
service unit for investigation. 

Tlie coordinated approach to intake and investiga- 
tion undoubtedly contributed to the expediency with 
wiiich investigations were initiated and to the potential 
for comprehensive coverage of complaints received. 

As indicated earlier, the responsibility for investigat- 
ing was detemiiiied thiougli the screening process in the 
PSU. Complaints on active or previously referred cases 
and/or were not of an emergency or serious nature were 
referred to some oUinr unit in the parent agency for in- 
vest: jjtion. 

Investigation by PSU was conducted only if tJie 



45 



complaint involved a new case and/or if the situation 
were defined as serious or as an emergency. In no in- 
stance was there an interagency coordinated approach to 
investigation. 

One point bears emphasis in comparing the two sys- 
tems on the investigatory function. CES had more effi- 
cient operations in relation to conjoint efforts with the 
Juvenile Court in emergency situations. On the other 
hand, it appears that in terms of internal operations with 
respect to the investigative function the PSU system was 
more efficient. 

We are suggesting that when a volunm of cases can 
be deflected from the protective service system intake 
for investigative purposes, more time and manpower will 
be available for situations requiring immediate inter%'cn- 
tion. 

Thus, what seems to be indicated is that there are 
tradeoffs in policy decisions. VVliile operating definitions 
and set priorities for investigation were undoubtedly ad- 
vantageous to CES personnel; namely, clarifying relevant 
situations, they were perhaps at the same lime dysfunc- 
tional. Policy on detlnition and priorities prescribed 



what kinds of situations **had" to be investigated by the 
system where, in fact, screening miglit have suggested 
some cases falling within the types could have safely 
beeri assigned to the regular protective service unit for 
investigative purposes. More specifically, a "have to" sit- 
uation would almost demand a random rather than a dis- 
criminating response pattern. 

Wliile there was indeed an overall pattern to inter- 
vention by both systems in that expediency tended to 
reHecl response based on severity and knowledge of 
case, a closer look at the data reveals problems in CES 
intervention pattern. 

For the sake of explication, the following Level II, 
combined Decks 1 and 2, data are presented with prefac- 
ing remarks: (1) the caseload handled by the systems dif- 
fered with rcspcvl to severity - a little over twenty-four 
percent in Savannah and a little Jess than forty percent 
of the cases in Nashville were determined to be serious in 
nature; (2) with the majority of the cases being account- 
ed for in the less than twenty-four hour time period, per- 
centages in the remaining tinie periods are necessarily 
based on small numbers. However, the distribution of 
the percentages gives credence to the following discus- 
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Time Between Reported [ncident and Investigation: Decks I and 2 
Savannah-PSU Naslivillo-CES 



Severity 
Not Serious Serious 



Severity 

Total Not Serious Serious 



Total 



< 24 hours 


102 6^.9 

(6: .6) 


44 


30.1 
(74.6) 


146 


65.8 


91 


60.7 
(78.4) 


59 393 
(80.8) 


150 


79.4 


1 day < 2 


18 81.8 
(11.0) 


4 


18.2 
(06.8) 






10 


62.5 
{OS. 6) 


6 37.5 
(08.2) 


16 


8.5 


2 days < I week 


15 71.4 

(09.2) 


6 


28.6 
(iO.2) 


21 


9.5 




(06.9) 


4 33.3 
(05.5) 


12 


6.3 


1 week < 1 month 


17 89.5 
(10.4) 




10.5 
(03.4) 


19 


8.6 


7 


70.0 
(06.0) 


3 30.0 
(04.1) 


10 


5.3 


1 month or more 


ri 78.6 
(06.7) 


3 


21.4 
(05.1) 


14 


6.3 


0 




1 100.0 
(01.4) 


I 


.5 


Total 


163 73.4 


5^) 


26,6 




100.0 


116 


61 4 


73 38.6 


189 


100.0 
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sion.^ 

The data leave little room for doubting the capacity 
in the Nashville system for more expediency in respond- 
ing to complaints than that in the Savannah system. 
However, a close look at the tabular data indicates that 
while approximately eiglity percent of all cases were re- 
sponded to in Nashville in less than twenty-four hours as 
compared to less than two-thirds in the same time period 
in Savannah, the response pattern in relation to severity 
appeared to be less discriminating in Nashville than thai 
in Savannah. 

If a response pattern is discrimatory rather tlian ran- 
dom, one would expect that the percent ot serious cases 
in proportion to non-serious cases would decrease with 
the advancement of time. While there are irregularities in 
the Savannah data - most noticeably for the period two 
days to less than one week - the ^reneral expected pat- 
tern is observed. On the other hand. Nashville's data re- 
vealed that while there was n decreasing pattern, the per- 
cent of serious cases in relation to non-serious cases 
changed minimally over the several time periods. 

The following question is po.sed. To what degree 
could CES personnel actually set priorities to investiga- 
tion when, in fact, they were responsible for investigat- 
ing practically ail situations? Obviously, time spent on 
non-serious complaints detracted iVum the time available 
for situations warranting immcdi;Uc inu'r\cntiun. 

5. Case Assignment 

« Efficiency as a criterio: 

Case assignment for on-going serviceiN in both sys- 
tems appeared to be based to a hzp: exteni on structural 
and organizational iispect.s of the systems. 

All cases opened by CES intake were assigned to 
and carried by CES emergency intake workers. VMiile in- 



Wi! arc not .ihic to c\;)I:iin i'.\c liifUT-.-nce in wcniy iJi t.'jc 
two >>stfms* caseload Pe^h^)p^, tiicre arc a number ot ij- tc-rs 
which account for the JjlTcrcncc. Jinonr \vhic!i arc: ( 1 i tiiircr- 
ence in !evcl ^.f pri»bk*ni jwarjn.-vv i2, i.hi* niovoi^icra r.^w.inl 
greater inpur of case*; from hi>sj>ir.*ls in Niisliville. jnd (3l diifcr- 
cnccs between the svstv'ms* internal faci.h:jni*;:ns io: c-^sc han- 



take and investigative work on non-serious/n on-emer- 
gency situations was conducted by emergency intake 
workers, these cases, if transferrable, were carried by 
workers in the regular protective service or some other 
unit of DPW. Reportedly, there was no clear policy on 
wliat kinds of cases were accepted by tlie parent agency. 

Poor relationships between llic CES project and the 
parent agency were evident. CES was in no position to 
**force" cases on other units in the larger s7steni if the 
units refused to accept them. As a result of this organiza- 
tional constraint; namely, the inability to transfer cases 
when needed; each emergency intake worker carried an 
average caseload of forty cases. 

On the otiier hand, case assignment in the PSU fol- 
lowed tlie screening process at intake. Some cases re- 
ceived at intake were investigated by workers in other 
units of DUR. These categories of cases, unless further 
assessment revealed a need for **crisis" handling, were as- 
signed to units otlier than the PSU. Cases involving ac- 
tive clients on whom reports were received were assigned 
to the regular caseworker for investigation and on-going 
case handling. 

Beyond intake and handling the identified emergen- 
cy or resolving the immediate cisis, PSU workers were 
not responsible for case handling. Cases were transferred 
10 some other unit of DMR. hi addition to this initial 
case responsibility. PSU workers consulted witli and ad- 
vised workers assigned to cases in which court action was 
necessary. 

6, Case Handling 

9 EfHcieiicy as a crilerior. 

An intervention system having access to provisions 
ioi Kuig-terni services would need to define and limit its 
dchvery of services to short-tenn stabilizing efforts. Case 
handling needs to be predicated on a distinction between 
emergency inter/en Lion and long-term services. 

The virtual lack of coordination and cooperation be- 
tween the CES project and the parent system in tlie case 
transfcrral process demanded that rns emergency intake 
workers were responsible for the delivery of long-term as 
well as shori-temi intcrventive services. 

By contrast » PSU ca.^ handhng function was limited 
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to activities designed to ameliorate the immediate crisis. 
On-going services were delivered by other units Of dj^j^ 
Thus, PSU personnel were not responsible for an on-go- 
ing caseload. 

While CES was plagued with problems U)e case 
transferral process, CES had at its immediate disposal 
emergency services which could be brought bear in 
handling crisis situations without bureaucratic red tape 
While some of the similar kinds of services, e g > home- 
makers, were available in other units of DHP» ^^ch ser- 
vices were not available to the PSU without formal re- 
quests, eligibility determination, and other P^°Cedural 
processing. Thus, the involvement of needed servij,^^ ^ 
case handling was a more expedient and cffici^"^ Process 
in the CES system. 

f Operational definition of abuso as a criterion 

Another apparent factor which contributed to the 
heavy caseloads for which CES emergency intake work- 
ers were responsible was the failure to operationally de- 
fine abuse in relation to case handling. What actually ex. 
isted was workers being responsible for cases falling at 
different points in the protection process; nan^^^V, chil- 
dren not placed, those placed, and those in the court 
process. Thus, CES as a crisis intervention systet^^ 
involved in some cases up to and conceivably linger than 
twelve (12) months. 

By contrast, PSU defined and confined case [y^^ 
dling function to intake and the resolution of the identi- 
fied emergency or immediate crisis. Beyond tlic^e ^ctivi- 
ties, PSU workers were available for consultation ^r\d ad- 
visement to workers responsible for on going services 

A Sununing Up of the Systems' Operations 

Both systems were impeded in their internal Op^fa, 
tions as a result of the state of their relationship with 
collateral community systems. Operations wcre inf]y, 
enced negatively on two levels, one resulting fr^"^ limit- 
ed input from these collateral systems and the other 
from the ways these systems handled abuse and negig^.^ 
cases. 

In relation to both the CES and the PSU systems, 
we found that collateral systems, especially hospit^js^ 
provided limited input. Input via law enforceni^nt and 
court systems in Nashville was provided on a m^re ^^^^ 



form basis than in Savatinah. While limited input from 
collateral systems is a major concern from the stand- 
point of the failure to provide services to children and 
families in need, from a system's standpoint, the inap- 
propriate handling of cases by other systems pose more 
problems for the delivery of services by the protective 
service system; i.e., impedes the orderly sequencing of 
services, making their delivery difficult or impossible. 

At the time of the study, collateral systems in both 
communities fell short in their responsibility of channel- 
ing abused and neglected children into the protective ser- 
vice system. But by what mechanisms were the protec- 
tive service systems able to receive those children who 
were channeled to their units? The 24-hour intake provi- 
sion in the CES system was a major plus, while the lack 
of intake beyond DHR's work hours or a coordinated 
procedure with intake in the law enforcement or Juve- 
nile Court system was a definite impediment to PSU's 
operations. Given this lack in the Savannah community 
network, a sudden increase in input from collateral sys- 
tems would probably be less than desirable from an op- 
erational standpoint. 

Related to intake capabilities are the procedures for 
investigating complaints. In tiic CES system both aspects 
were intricately tied to Juvenile Court operations. Con- 
joint coordinated approaches to investigation in emer- 
gency or crisis situations allowed for the presence of so- 
cial service assessment and court authority. Seemingly, 
too, the coordinated intake and investigatory procedures 
contributed to the expediency with which investigations 
were initiated and to the total coverage. Reportedly all 
complaints which could not be referred to other com- 
munity resources or otherwise deflected from CES were 
investigated. 

Tliis latter point is made primarily with the fact in 
mind that the number of intake personnel in the CES 
project was at the time of the study the same as the 
number of personnel in the PSU. Further, it bears noting 
tliat intake workers in CES were responsible for an aver- 
age caseload of approximately forty cases in which chil- 
dren were at different stages in the protection process. 
On the other hand, PSU workers were not responsible 
for an active long-term caseload. Thus, in terms of the 
difference in county size (Davidson County, Tennessee- 
approximately 500,000 and Chatham County, Georgia- 
less than 200,000) and given a comparable number of 
key casework personnel, coordinated efforts in Davidson 
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County, Tennessee must be responsible Ln part for the 
differences in expediency and coverage capabilities. 

As was stated earlier and at several points in tiiis 
paper, a major advantage tlie CES system had over the 
PSU in Savannah was the component services which 
could be brought to bear upon emergency situations 
without the vicissitudes of bureaucratic red tape. Some 
of the similar lands of services, e.g., homemakers, were 
available in other units of DIIR. However, such services 
were not available to the PSU without formal requests, 
eligibility determination^ and otlier procedural process- 
ing. Thus, their utility for *'crisis" intervention were vir- 
tually nil. 

One of the major features of an emergency or crisis 
intervention system is immediacy in response to com- 
plaints via investigations and ameliorative services and 
the successful movement of cases to other community 
resources or on-going units in the larger system. Tlie op- 
erations of CES became increasingly difficult, i.e., intake 
workers' caseloads became increasingly larger, due, in 
part, to problems encountered in case transferrals. As we 
noted earlier, these difficulties were related both to in- 
take workers* failure (that of CES) to operationally de- 
fine crisis and to the less than desirable relationship be- 
tween CES and the parent agency. Tlie ease with whJcli 
cases were transferred between PSU in Savannah and 
other units of DHR was a decided plus over CES opera- 
tions. 

In both systems, the record keeping system StT\'ed 
as an impediment to their operations. In Nashville, the 
major log reflected an inflated picture of child abuse, 
but at the same time serial abuse was captured. In Savan- 
nah, the major log reflected a deflated picture without 
capturing serial abuse cases. Both systems recorded only 
**cold" facts on case handling; *1iot" facts weie imbed- 
ded within the mire of the workers' folders on tlie fami- 
lies. 

In recognizing il;e preceding factors, ii can again be 
stated that each system had particular strengths in opera- 
tions, but neither system had all of the strengths that 
migiit be desirable m the delivery of services to children 
entering the service sysiein. 

Recommendations 

1 . There is no question tljat {lejiih/medicai sys- 



tems, law enfon:enient agencies, and the juvenile court 
are major potential sources for input into the formal 
protective service system. However, it is doubtful that 
the potential will be reali/cd in die absence of a well co- 
ordinated and cooperative relationship between these 
sources and the protective service system. Thus, it is log- 
ical to assume that until coordination and cooperation 
with potential input sources occur, there will exist a gap 
between the proportion of children potentially needing 
services and those who are in the service delivery system. 

We are suggesting that the responsibility for initiat- 
ing and/or maintaining coordination and cooperation 
with major input sources lies with the mandated service 
delivery system. Who or what agency in a community 
network should know service eligibility, case handling 
procedures, and service availability better tlian tlie sys- 
tem responsible for the delivery of the service in ques- 
tion? 

Far too often and for too long practitioners in the 
social service system have assumed that individual actors 
and other community agencies will or should make tlieir 
wishes known by seeking out the information and/or ser- 
vices needed. For individuals and/or other community 
sy.stenis not to do so has been viewed as an indication of 
apathy, a lack of cooperation, or some other negative 
factor which places the responsibility for the failure to 
act on tlie service seeker. 

Insiglits gained from this study suggest that a lack of 
coordination, knowledge, and training ratlier than a lack 
of cooperation was a more relevant explanation for lim- 
ited input into the protective service system. 

Where tlie lack of cooperation appeared to be para- 
mount, as in the case of the relationship between CES 
and pohce officers, legal constraints existed which 
shaped the nature of the relationship. 

In Nashville, commendable efforts through the CES 
Coordinating Committee were made to botli obtain legi- 
timacy imd awareness for the project, and to establish 
needed linkages with ihe involved agencies and to bring 
about rc<jiiired changes in existing systems."^ 



* Mnjor program changes were accomplished in Richland 
Village, the Salvation .Anny. and the Juvenile Court. See Com- 
inunity Ciiiilc, rP- J 8-19. 
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In retrospect, the CES Coordinating Committee 
gained coordination and cooperation at the planning lev- 
el. But beyond coordination and cooperation at the 
planning level is the need for coordination and coopera- 
tion at the service level. 

Perhaps the initial failure of the CES project to ful- 
fill the function of obtaining and maintaining coordina- 
tion and cooperation, as reflected by limited input from 
the major collateral systems, can be partially explained 
by one or both of the following factors: (1) CES per- 
sonnel initially failed to follow through at the direct ser- 
vice delivery level on what the Coordinating Committee 
accomplished at the planning level, (2) the focus of the 
project, in direct response to the problem which gave 
rise to its inception, was on deflecting children from the 
juvenile court system rather than on comprehensive inci- 
dence coverage. 

There was a decided lack of coordination at the ser- 
vice delivery level in Nashville. In this respect, the situa- 
tion differed little from that in Savannah. Thus, our first 
recommendation is that to ensure a narrowing of the gap 
between the proportion of children potentially needing 
services and those who are in the service system, the ser- 
vice delivery system must initiate and/or maintain activi- 
ties designed to bring about coordination and coopera- 
tion at the service level. Education and training around 
problem definition and case handling procedures must 
be provided to direct service providers, as well as to su- 
pervisory personnel. 

2. Recognizing the evident failure of the CES pro- 
ject to obtain and maintain coordination and coopera- 
tion with some of the major input sources, our second 
recommendation is ih^i proposals for funding intended 
to create permanent coordinated services in local com- 
munities include objectives, personnel, and financial out- 
lays for the explicit purpose of providing public educa- 
tion, training, and coordination relevant to the goals of 
the service 5}'scem.^ 



While there was some improvement in reporting from hos- 
pitals after the initial efforts made by CES; namely, providing 
health/medical facilities with copies of the law and copies of the 
standard reporting form and conducting two multidisciplined 
workshops, one in the latter half of 1972 and the other in April 
of 1973, CHS recognized that the change was not a dramatic 
one. And whUe CES personnel recognized that much more 



3. The entrance of abused, neglected, and other- 
wise maltreated children into the protective service sys- 
tem vid the orderly sequencing of services depend, in 
part, on the system's internal intake capabilities and the 
degree of cooperation and coordination between the 
protective service system and relevant collateral intake 
systems. 

Unfortunately, the normal work day hours of intake 
workers in an eight hour-five day week arrangement do 
not correspond to the periods of greatest need in child 



should have been done, such was not tlie case because there was 
no one to do it. The survey and seminar planning which were 
very time-consuming were done by a graduate social work stu- 
dent, a former protective service worker, as a part of her field 
placement experience. 

CES» recognizing the need for more extensive, concentra- 
ted, and organized efforts to ensure improved relations with and 
reporting from community collateral systems, undertook efforts 
to delegate this responsibility to some other community re- 
sources. CES approached the Council of Community Services 
with theii concerns. A co/nmittee.. comprised of representatives 
from various groups, was formed to discuss directions. The work 
of this committee continued until April 1974, during which time 
it moved in the direction of identifying the need for a position 
within the Department of Public Welfare with the person having 
primary responsibility for spearheading the community effort to- 
ward improved reporting and coordination of service delivery. 

Tilts recommendation was accompanied by an offer from 
the Junior League to finance, in part, the salary for the position 
for one year. The Department of Human Resources signed a con- 
tract with the State Executives of the Junior League for the posi- 
tion in December, 1975 with the position being filled during that 
month. The contractual arrangement between DHS and Junior 
League is somewhat unique. 

The broad responsibilities of the coordinator will be to set 
up CES Statewide and to work with hospitals, law enforcement, 
courts, children's institutions, etc., toward improved coordina- 
tion. 

(From written correspondence-December 30, 1975~from 
Mrs. Patricia Lockett, former Director of CES Demonstration 
Project. She is the current Director of the National Center for 
Comprehensive Emergency Services to Children, Nashville, Ten- 
nessee). 
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protection; namely, late evenings early morning, and 
weekends. 

Thus, a third recommendation is that intake into 
the mandated protective service system must be provid- 
ed on a twenty-four hour basis through an operational 
procedure in which the intake activities of all relevant 
collateral intake systems are channeled expeditiously 
and efficiently into the mandated protective service sys- 
tem. 

Embodied in this recommendation are two equally 
important elements: (I) the existence of a mechanism 
which allows for twenty-four hour availability of intake 
into and services through the mandated protective ser- 
vice system^ and (2) the existence of cooperative and co- 
ordinated relations with other intake systems. The ab- 
sence of either will ensure the continuance of the gap be- 
tween the proportion of children potentially needing ser- 
vices and those who are in the service delivery system, 
and impediments to the orderly sequencing of services. 

PSU in Savannah, Chatham County, Georgia lacked 
both elements. Botli were present in tiie CES system in 
Nashville, Davidson County, Tennessee, with the latter 
existing in varying degrees among systems. Efforts are 
presently underway to impro/e coordination with all 
collateral systems. 

Obviously, there must be a variety of ways of ac- 
complishing both elements, among which are the meth- 
ods and procedures used in the CES system. While we 
cannot specify methods which work best for specific 
types of communities^ we suggest that if policy makers 
and planners can veer from the traditional in thinking, 
workable means can be developed. 

Is there something sacred about the eiglit to five, 
five day week arrangement? Perhaps an arrangement uti- 
lizing shifts and workers on a rotating basis would show 
promise. Are not systems boundaries permeable? Some 
community systems, including hospitals, police depart- 
ments, agencies operating '*ho: lines," etc., operate on a 
twenty-four hour basis. Interagency cooperation and co- 
ordination could posijibly result in such a system provid- 
ing answering service capabilities with protective service 
workers on call. 

4. A major strength in the CL-S system was in its 
structure: namely, scr\-ice components intricately tied to 



tlie system sucii that the offering of ameliorative services 
was prompt and efficient. This strength in the CES sys- 
tem was a major weakness in the Savannah PSU. Some 
of the similar kinds of services, e.g., homemakers and 
emergency foster homes, were available in other units of 
DHR. Such services, however, were not available to the 
PSU without formal requests, eligibility determination 
and other procedural processing. Thus, their utility for 
**crisis" intervention was virtually nil. 

When the access to existing services is denied or de- 
layed due to bureaucratic red tape, the abused, neglect- 
ed, and otherwise maltreated children are further victim- 
ized. This implies that the various service components 
presently administered and guarded in separate divtions 
of the larger public welfare system - that affect abused 
and neglected children - need to be consolidated under a 
single service package. Such a move need not mean the 
centralization of units responsible foi the various ser- 
vices; ratlier, a cooperative and coordinated procedure 
allowing for speedier and more efficient inter-unit flow. 

5. Such an approach would yet fall short of the 
desired, for the reality remains: different services are 
funded from different sources and for specific categories 
of consumers. Thus, while such ; ' ? as that sug- 

gested might improve tlie situation v*i^i; ^here eligi- 
bility for the services is easily determined, it may not im- 
prove the situation for **borderline" cases nor for those 
in which the eligibility test is not met. 

Since all abused, neglected, and otherwise maltreat- 
ed children deserve the most appropriate service avail- 
able, perhaps an alternative to the above approach would 
be to marshal such services through a coalition of com- 
munit}> groups. The coalition could plan and conduct 
activities designed to recruit volunteers for specific pur- 
poses in the community's system for protecting children. 
Volunteers could be used in tlie capacity of homemak- 
ers. caretakers, emergency foster parents, etc.. much on 
the order of schools' utilization of parents as volunteer 
teachers for hospitalized and home-bound children and 
the American Cancer Society's use of volunteers to re- 
lieve families of cancer patients. The idea is not new; the 
list of examples could go on. 

6. One of the key areas for concern of personnel 
in the CES system was tiie problems encountered in 
transferring cases from the CES emergency unit to other 
units of the parent agency. This constraint, which was 
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discussed in considerable detail in Chapters 4 and 6, re- 
sulted in emergency intake workers having to carry 
heavy caseloads and having to plan for cases falling at 
different points in the child protection process. Thus, in 
many cases C£S was directly responsible for case han- 
dling for as long as ten to twelve months.' Such problems 
did net exist in the Savannah PSU. 

It is necessary to reemphasize that the CES sr^l^m 
was a federally funded project. This is not to suggest, 
however, that the fact of being funded by federal monies 
was the only and/or the major reason for the problemat- 
ic relationship between CES and the parent agency. Cer- 
tainly, there are a number of examples which indicates 
the eventual failure of new projects which were under 
the same financial umbrella as ongoing programs. 

The source of funding may have been a secondary 
factor contributing to the undesirable relationship be- 
tween CES and the parent agency. The lack of positive 
sanction from top administrative personnel in the parent 
agency was perhaps a primary factor. Thus, we recom- 
mend that where new programs are developed within a 
system ~ regardless of funding source - top administra- 
tive personnel give positive sanction to the program's 
operation and staff It is only with such continuous sup- 
port that new programs can gain and maintain legitimacy 
and awareness within the larger system. 

7. A seventh recommendation concerns the nature 
and extent of interagency case involvement and the im- 
plications coordinated efforts have for more efficient 
utilization of manpower. It was noted that the number 
of intake personnel in the CES system was at the time of 
the study the same as the number of personnel in Savan- 
nah's PSU. Intake workers in CES were responsible for 
long-term services in an average caseload of approximate- 
ly forty cases. On the other hand, PSU workers were not 
directly responsible for an active long-term caseload. Be- 
yond this, data clearly indicate that the response pattern 
in the CES system was more expedient than that in the 
PSU system. Reportedly, coverage capabihty was more 
comprehensive in the CES system. 



Given the above facts and the fact of the difference 
in county size (Davidson County, Tennessee - approxi- 
mately 500,000 and Chatham County, Georgia - less 
than 200,000), we suggest that perhaps the pooling of 
manpower resources, namely CES and Juvenile Court 
workers under coordinated procedural conditions contri- 
buted, in part, to the greater capacity for expedient re- 
sponses to complaints and investigatory coverage in the 
CES system. Therefore, we recommend that mechanisms 
be established between the mandated protective service 
system and the major collateral intake systems to ensure 
a more coordinated approach both to the intake and in- 
vestigatory functions. 

Summaiy Statement 

In this chapter, we have attempted to describe and 
compare the two protective service delivery systems on 
selected operational and structural aspects and on the re- 
lationships of these systems to major community collat- 
eral systems. 

Efforts were made to identify salient similarities and 
differences, and to pinpoint factors which impeded or 
enhanced the systems in their operations process. It is 
hoped that the identification and discussion of the prob- 
lem areas, as we viewed them, have produced informa- 
tion which can be utiUzed for the designing or modifica- 
tion of the process of assessing and serving abused and 
neglected children. 

It is imperative that we reemphasize the focus of 
this report at this point. This report is based on an analy- 
sis of both systems' operations or processes. We have 
concerned ourselves with such issues as entrance into the 
system via major community collateral systems and both 
protective service systems' mechanisms for handling chil- 
dren within the systems. A subsequent report, which will 
be based primarily on case data, will attempt to tie input 
and output data to each protective service system's op- 
erations. And to the extent that the data allow, we antic- 
ipate evaluating each system's outcome or effectiveness 
by that method. 
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